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I. INTRODUCTION 


RECENT Senate Committee Report 
A by the Honorable Hubert H. Hum- 

phrey, in describing the Armed 
Forces Epidemiological Board (AFEB), 
states: “There is cited at this point but a 
single such [epidemiological] activity be- 
cause the general public may be relatively 
unfamiliar with it.”? Unfortunately, it has 
been noted over the years that many in the 
military medical services who should know 
about this important organization are also 
unfamiliar with it. 

The Air Force has published several arti- 
cles since 1956 to try to familiarize medical 
personnel with proper utilization of this 
group, as well as with its activities and ac- 
complishments.** The purpose of this pres- 
entation is to do the same for all three medi- 
cal services. 


II. PurposE oF THE AFEB 


The Armed Forces Epidemiological Board, 
an outgrowth of the wartime Army Epi- 
demiological Board, was established in 1949 
to advise the Surgeons General of the Navy 

* Executive Secretary, Armed Forces Epidemio- 
logical Board (Office of the Surgeon General, De- 
partment of the Army, Room 2524 Main Navy 
Building, Washington 25, D.C.) 


“The Armed Forces Epidemiological Board, young in years, born 


of World War II of a seed sown in wars of history, now finds itself 


in a position of eminence and authority in the world of medicine. 


By 
CoLonEL JoHN Rizzoro, U. S. Air Force, Medical Corps* 


and Air Force, in addition to the Army Sur- 
geon General, upon problems of research in 
the field of preventive medicine and upon 
operational problems, as requested. It is a 
medical research Board at Department of 
Defense level, consisting of civilian medical 
scientists of renown in the fields of epi- 
demiology, preventive medicine, internal and 
tropical medicine, pathology and many other 
medical specialties. Members of the Board 
and its various Commissions serve as con- 
sultants to the three military services for the 
control and prevention of diseases and in- 
juries. 

This consultant body serves in both an 
advisory and a participating capacity through 
active engagement in research of military 
interest and field investigations on military 
epidemiological and preventive medicine 
problems. The latter point is an important 
one which makes this advisory group differ- 
ent from, and much more effective than, 
many other governmental and other advisory 
panels, groups, or boards—i.e., that many 
AFEB members actively participate in the 
military medical research contract program, 
as well as in a large proportion of other 
medical research work of the National Insti- 
tutes of Health, other government agencies, 
the National Research Council (NRC), 
medical schools and research institutes. In 
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this way, they keep current on their medical 
research capabilities and on the important 
military problems needing solution, despite 
the extremely busy academic, administrative 
and professional duty schedules of these in- 
ternationally known medical scientists. This 
enhances their value tremendously as ad- 
visors on military medical, preventive medi- 
cine, and epidemiological problems. 

The purpose of the AFEB may be sum- 
marized, then, with the following direct 
quote from Department of Defense (DOD) 
Directive 5154.8, which is commonly re- 
ferred to as the AFEB Charter: “The pur- 
pose of this Board is to provide the Military 
Departments with scientific and research as- 
sistance and advice on matters pertaining to 
problems in preventive medicine.” 


III. History AND ORGANIZATION 


A. History. Brigadier General James S. 
Simmons, M.C., U. S. Army, the late Dean 
of the Harvard School of Public Health, 
who was in charge of the Army’s Preventive 
Medicine Service during World War II, 
recommended the establishment of a “Board 
for the Investigation and Control of In- 
fluenza and Other Epidemic Diseases in the 
Army” in December 1940. The rapid ex- 
pansion of our Armed Forces that year, with 
the gathering of recruits from all over the 
United States into large military camps, 
again brought to the fore many infectious 
disease problems. The haunting spectre of 
the twenty million deaths from influenza and 
pneumonia throughout the world, at the end 
of World War I, made it imperative that 
the advice and reseach assistance of the most 
competent civilian specialists in the country 
be utilized to help military physicians in pre- 
venting a similar catastrophic situation dur- 
ing the ensuing war. 

The interesting story concerning the es- 
tablishment, the early days, and the initial 
organization of this Board has been well 
documented in a 1942 article by Dr. Bayne- 
Jones,* then on active duty as a U. S. Army 
Medical Corps Colonel. He was the first 
Executive Secretary (at that time called the 
Administrator) for the Board during World 


War II, and was General Simmons’ right- 
hand man in organizing and administering 
the Board after the War Department ap- 
proved it on 11 January 1941. Probably the 
first published reference to this Board, how- 
ever, was made (more than a year before 
Colonel Bayne-Jones article) in the July 
1941 issue of the Army Medical Bulletin.® 
(The Baynes-Jones article carried several 
references to this July 1941 article). 

This coming January (1961) will mark 
the 20th anniversary of the founding of this 
organization, which became more commonly 
known as the Army Epidemiological Board 
in the latter part of the Second World War. 
It served with great distinction throughout 
the war and contributed in large measure to 
the successful completion of the war mis- 
sions through its field investigations of epi- 
demic diseases and its research in communi- 
cable diseases of importance to military pre- 
ventive medicine. This resulted in significant 
savings in effective military manpower. The 
history of this group’s expansion to an 
Armed Forces Epidemiological Board in 
1949 is detailed in the June 1956 issue of the 
USAF Medical Service Digest.’ 

B. Organization. It was at this time (29 
November 1949) that the Central Board was 
expanded from 7 to 9 members—these are 
usually physicians, although Commission 
members often are biochemists, physiologists, 
microbiologists and other medical allied sci- 
entists. 

When originally established in 1941, in 
addition to the 7 members of the Central 
Board, there were 104 members of 10 Com- 
missions. Throughout the years, Commis- 
sions have been changed, regrouped and 
otherwise reorganized, depending on the 
most pressing military problems of the times. 
However, their number (12) and missions, 
as shown by their names which follow in the 
next section, have remained stable for the 
past 3 to 4 years. 

Members are appointed to the AFEB by 
the Secretary of the Army, based on the 
nominations of the three Surgeons General. 
All members of the Board and its Commis- 
sions are appointed Consultants to the Army 
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Surgeon General, since he has management 
responsibility for the Board and administers 
it for the Secretary cf the Army and the De- 
partment of Defense. These consultants may 
also be utilized by the Navy and Air Force 
Surgeons General, of course, in which case 
the latter defray the travel and other expenses 
involved. The AFEB Charter authorizes the 
Board to communicate directly with any mili- 
tary, other governmental, or non-govern- 
mental and private agencies, even though it 
is under the administrative management of 
the Army. 


IV. REcENT RESEARCH AND OTHER 
RECENT PROGRAMS AND ACCOM- 
PLISHMENTS OF THE AFEB 


The research and other accomplishments 
of this Board during World War II and the 
post-war years have been well recorded in 
the medical literature.’ In addition, it is ex- 
pected that Dr. Bayne-Jones, who is now one 
of the senior Board members, will review 
the early programs and accomplishments in 
a forthcoming article to commemorate the 
20th anniversary of the establishment of the 
original board. It is hoped that his article 
will be published late this year or in the first 
part of 1961. Consequently, only the signifi- 
cant research and other important activities 
of the AFEB’s 12 commissions from 1956 
through 1959 are presented below. 

1. Commission on Influenza. The Asian 
influenza outbreak of 1957 affords one of 
the most dramatic examples of the AFEB’s 
value to the Armed Forces. It graphically 
illustrates the close cooperation and efficient 
coordination which can and does take place 
among its civilian medical experts and the 
military medical authorities in working out 
solutions to urgent or emergency medical 
problems. Following the appearance of in- 
fluenza in the Far East in April 1957, the 
Army’s 406th General Medical Laboratory 
in Japan quickly recovered the influenza 
virus strain concerned, which was flown to 
the Walter Reed Army Institute of Research 
in Washington, D.C., where it was identified 
as the new Asian influenza strain within two 
weeks. Special conferences then took place 
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among the military physicians concerned and 
the appropriate civilian consultants of the 
AFEB to prepare against the anticipated 
outbreaks of Asian influenza in our military 
populations. Members of the AFEB con- 
ducted several epidemiological investigations 
in overseas areas. Early in the summer of 
1957, Dr. Fred M. Davenport, Director of 
the Commission on Influenza, visited the Far 
East for an on-the-spot survey of the spread- 
ing epidemic (which showed signs of be- 
coming, and later did become, a pandemic). 
Others went to the Southern hemisphere to 
study its spread under Chile’s winter weather 
conditions during the latter part of our sum- 
mer of 1957. AFER personnel met with the 
World Health Organization Influenza Ad- 
visory Group on 27 June 1957 to coordinate 
on the AFEB’s South American studies of 
the epidemic pattern of Asian influenza in a 
winter climate. 

As a result of the above activities, recom- 
mendations were formulated by the AFEB 
for a vaccine program in the military serv- 
ices—a monovalent vaccine against the Asian 
strain—which subsequently formed the basis 
of the program adopted for civilian use as 
well. Thus, the AFEB’s Commission on In- 
fluenza and the military helped to provide 
the world with the first knowledge of the 
new strain’s characteristics and behavior, 
which indicated that there was no increased 
virulence of the A, virus or abnormal bac- 
terial complications, although there was the 
usual elevation of deaths in the aged, infirm, 
and the very young. 

AFEB-sponsored studies at Army, Navy 
and Air Force bases on the protective value 
of the new monovalent Asian influenza vac- 
cine were carried out in military populations 
when the “flu” hit the United States in the 
Fall of 1957. These studies provided the best 
controlled evidence of the disease—preven- 
tive capacity of this measure. Protection ran 
over 60% when adequate dosage was given 
in time. Present studies are being continued 
on improved formulas looking toward com- 
bined vaccines of the future. 

Some had feared that the winter of 1957- 
58 could become as disastrous as that of 
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1918-19 when 20 million deaths worldwide 
occurred from influenza and complicating 
pneumonias. The rapid field and laboratory 
studies by the AFEB, however, soon helped 
to dispel these fears and provided for ra- 
tional and adequate preparations for the con- 
trol of the Asian influenza epidemic. 

In this connection, it is interesting to note 
that it was because of the fear that influenza 
and other acute respiratory diseases might 
reach epidemic proportions during the 
Army’s unprecedented troop expansion in 
1940, that the original “Board for the In- 
vestigation of Influenza and Other Epi- 
demic Diseases in the Army” was estab- 
lished in early 1941. Dr. Thomas Francis, 
Jr., Chairman, Department of Epidemiology 
at the University of Michigan School of 
Public Health, and the President of the 
AFEB from 1 January 1958 to 1 April of 
this year, is a world authority on influenza, 
having been with the Board since its incep- 
tion almost twenty years ago. He was also 
the first Director of the Commission on In- 
fluenza for fourteen years. (An article by 
Dr. Francis, much of it on the functions and 
accomplishments of the AFEB, was _ pub- 
lished in the March 1960 issue of JAMA 
(Volume 172, No. 10) on pp. 993-999 under 
the title, “Research in Preventive Medi- 
cine.” 

The military medical services have re- 
mained deeply conscious of the importance 
of influenza and other acute upper respira- 
tory diseases not only because of these past 
experiences with pandemics, but also because 
respiratory disease comprises the leading 
cause of hospitalization and days lost in 
most years. Studies on these diseases are 
carried out by the Commission on Acute 
Respiratory Diseases, the Commission on 
Streptococcal Diseases, and the Commission 
on Immunization, besides the Commission 
on Influenza. 

Influenza and upper respiratory diseases 
were not exceptional problems in the winter 
of 1958-59 but AFEB workers in these 
fields renewed their interest at that time in 
obtaining clarification of certain questions 
concerning the possibility of collagen disease 
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and allergic effects of adjuvant vaccines and 
repeated multiple immunizations. Certain 
studies at Fort Detrick indicated that hy- 
perimmunization may induce certain unde- 
sirable physiological changes or physical 
effects.® 

Because of this, recommendations were 
made at a meeting of the ad hoc Committee 
on Adjuvant Vaccines in June 1958, which 
have resulted in plans for an Army study of 
the records of thousands of Fort Dix sol- 
diers inoculated with adjuvant vaccine sev- 
eral years ago by Dr. Jonas E. Salk. Their 
subsequent medical history will be compared 
with those of a control group present there 
at approximately the same time. The ad hoc 
Committee also proposed to the Air Force 
that it conduct certain medical and records 
studies on senior flying officers assigned to 
Strategic Air Command for the past ten 
years or more who have received repeated 
immunizations of varied nature during that 
time. These records will be compared with a 
control group of other Air Force officers, 
similar in most respects except for normal 
or usual immunization histories. At a second 
meeting of the Committee in January of this 
year, the protocol for these studies was for- 
mulated. The Strategic Air Command 
(SAC) Surgeon is now conducting these 
studies, with the help of the U. S. Air 
Force Epidemiological Laboratory of the 
Aerospace Medical Center, under the guid- 
ance of this AFEB Committee. 

Influenza and other upper respiratory dis- 
ease studies by the Army and Navy in the 
East, West, and North central parts of the 
United States at Fort Dix, Fort Ord and 
Great Lakes Naval Training Center were 
complemented by the initiation in Fiscal 
Year 59 of Air Force-supported studies 
under Dr. William J. Mogabgab (of Tu- 
lane’s Department of Medicine) at Keesler 
Air Force Base to obtain epidemiological and 
geographical coverage of these diseases in 
the Deep South. (The Army is now financ- 
ing these studies.) Dr. Hunein F. Maassab 
of the University of Michigan School of 
Public Health was the first to obtain infec- 
tious ribonucleic acid (RNA) from in- 
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fluenza or any of the myxoviruses the early 
part of last year. Adenovirus vaccine studies 
of the past few years have given conclusive 
evidence of their effectiveness in the pre- 
vention of these diseases, but commercial 
pharmaceutical houses concerned were. not 
able to provide vaccine for large scale use 
during the winter of 1958-59. A contract 
was let last summer to make adenovirus 
vaccine available for military recruits by the 
early part of this year (1960). 

Tests of combined influenza and adeno- 
virus vaccines were begun by the Navy at 
Great Lakes in 1957 and these are being ex- 
tended by the AFEB in an attempt to de- 
velop eventually a vaccine effective against 
most of the known viruses causing signifi- 
cant upper respiratory infections. 

The AFEB, stimulated by etiologic stud- 
ies on upper respiratory diseases by both 
the Commissions on Influenza and Acute 
Respiratory Diseases, and after a special 
AFEB-sponsored conference on Continuous 
Cell Line Cultures in April 1959, went on 
record last year with a recommendation that 
such human cell cultures not be used for 
the preparation of antigens for use in hu- 
mans in order to preclude possible carcino- 
genesis. 

2. Commission on Acute Respiratory Dis- 
eases. Studies on volunteers sponsored by 
the Commission on Acute Respiratory Dis- 
eases proved in 1959 that the JH and 2060 
viruses, isolated several years ago as a re- 
sult of Navy and AFEB research, are the 
causative agents of a certain proportion of 
common colds. Dr. Charles E. Smith of the 
University of California, Consultant in Pre- 
ventive Medicine to the three Surgeons Gen- 
eral as well as a member of the Central 
Board, continues his research on the prob- 
lem of coccidioidomycosis. The recent tri- 
service publication, AFP 160-5-4, TB MED 
257, NAVMED P-5052-8, on this subject, 
which was based to a large extent on Dr. 
Smith’s work, will assist in minimizing this 
problem at military installations in the South- 
western part of the United States. The com- 
mission on Acute Respiratory Diseases has 
special interest, in conjunction with the In- 


fluenza Commission, in the work on ad- 
juvant vaccines and the development of a 


combined vaccine against many viral upper 


respiratory infections. 

Data from many sources show that the 
most common cause of illness both in mili- 
tary and in civilian populations is acute res- 
piratory disease. The continuing aim of the 
Commission on Acute Respiratory Diseases, 
therefore, is the ultimate prevention and 
control of these infections. The research 
program of the Commission includes studies 
on the etiology, epidemiology, prophylaxis 
and treatment of respiratory infections in 
military and civilian populations. Many 
studies have also been carried out in human 
volunteers. Outbreaks of Q fever and of 
histoplasmosis have been studied in military 
populations. The Commission has also had a 
continuing interest in basic studies as part 
of its research program. These projects in- 
ciude investigation of the virus-cell relation- 
ship, of the biochemical and morphologic as- 
pects of viral growth, of immune responses 
with special emphasis on the booster re- 
sponse, of properdin and other systems in 
natural resistance, of radiation damage and 
resistance to infection, and of tissue dam- 
age from various toxins and from immuno- 
logic mechanisms. Space does not permit 
even summarization of all these studies. 
Certain of them will be mentioned because 
of current interest. 

Studies by the Commission and by many 
others have indicated that the great majority 
of acute respiratory infections are still of 
unknown etiology. Nevertheless, many new 
viruses have been isolated from individuals 
with acute respiratory symptoms, such as 
the JH and 2060 viruses previously men- 
tioned, and some clearly are associated with 
a portion of the total illnesses. 

Studies in human volunteers employing 
nasal secretions from persons with common 
colds have revealed that there are several 
viruses which can cause these illnesses, that 
there is apparently no cross immunity be- 
tween such strains, that a single (or related) 
secretion will produce immunity in volun- 
teers to challenge re-inoculation with the 
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same secretion, and that definite, though 
not complete, neutralization of the infec- 
tivity of these nasal secretions can be pro- 
duced with human gamma globulin. Inocu- 
lation experiments in volunteers are under 
study with many of the newer respiratory 
disease viruses. 

The problem of the relationship between 
housing and illness has been studied with 
rather inconclusive results. No clean-cut 
cause and effect relationship between the 
type of barracks and the occurrence of 
respiratory illnesses was shown. Enough 
problems were encountered, however, to in- 
dicate that more data are badly needed. 

Even though adenovirus and influenza 
virus vaccines are potent prophylactic 
agents, it is apparent that much respiratory 
disease remains as a military problem. This 
problem of non-adenovirus, non-influenzal 
respiratory disease has become one of the 
major interests of the Commission on Acute 
Respiratory Diseases. It is a difficult one, 
but the future is hopeful with real progress 
being made. 

3. Commission on Streptococcal Diseases. 
Concern was shown several years ago for 


the insufficient use of the very important , 


findings of Dr. Charles H. Rammelkamp, 
Jr. and co-workers (including Army and 
USAF medical officers) at Francis E. War- 
ren Air Force Base, Wyoming, on penicil- 
lin’s marked effectiveness in the prevention 
of streptococcal infections and rheumatic 
fevers. Mention should also be made here of 
the work at the U. S. Naval Medical Re- 
search Unit No. 4, Great Lakes, Illinois, un- 
der Captain John R. Seal, MC, USN, on 
penicillin prophylaxis of streptococcal infec- 
tions. This work was coordinated with Dr. 
Rammelkamp. A first “Seminar on Penicil- 
lin Prophylaxis of Streptococcal Infections” 
was held by AFEB consultants at the 
Army’s Fort Carson in Colorado in the Fall 
of 1957. The purpose was to indoctrinate the 
medical personnel of those areas and sta- 
tions most concerned in the proper use of 
this valuable preventive measure. 

The Second Fall Seminar on this subject 
was held under the auspices of the Air 
Force in October 1958 at Lowry Air Force 


Base, Colorado. The effect of the previous 
seminar was clearly seen in the increased in- 
terest and thought given this problem by 
medical officers. The Navy was host to the 
Third Seminar at Great Lakes Naval Train- 
ing Center on 5 October 1959. This year’s 
Seminar again was under the auspices of 
the Army at Fort Dix, New Jersey, on 10 
October 1960. Dr. Floyd W. Denny, Jr., a 
former Army medical officer with the Strep- 
tococcal Disease Laboratory at Francis E. 
Warren AFB, and now a faculty member of 
Western Reserve’s Preventive Medicine De- 
partment, was chairman of these seminars. 
He was also chairman of a special AFEB- 
sponsored meeting on penicillin reactions 
and their relation to prophylaxis of strepto- 
coccal and rheumatic diseases, which was 
held early last year. The latter session re- 
sulted in significant clarification of the long- 
standing recommendations of the Commis- 
sion on Streptococcal Diseases for the peni- 
cillin prophylaxis of streptococcal infections 
in military populations. There is no space to 
review them here but this important infor- 
mation should be available locally or in the 
Surgeon’s office of major headquarters. 

The AFEB was one of the first groups to 
consider the increasing problem of staphylo- 
coccal infections, particularly in hospitals, 
at a special conference about three years ago. 
Then the study of staphylococcal infections 
was assigned by the Board in 1958 to the 
Commission on Streptococcal Diseases. At 
the 1960 annual spring meeting of the Board 
in May, the name of this group was officially 
changed to the Commission on Streptococcal 
and Staphylococcal Diseases to reflect this 
added responsibility. The Commission 
planned an excellent integrated program of 
research on basic biological considerations 
of staphylococcal problems to complement 
the epidemiological work of the United 
States Public Health Service. This research 
program, however, could not be fully in- 
stituted because of money shortages. The 
AFEB also gave early consideration to the 
problems of drug resistant strains of bac- 
teria and the hazards of penicillin sensitiza- 
tion. 

Because of the demonstration of type 
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specific immunity to group A beta-hemolytic 
streptococci, work of the Commission has 
recently been directed toward basic studies 
of M protein. This substance which is pro- 
duced by the bacteria is responsible for the 
stimulation of immunity. Presently, broad 
studies of the enzymes produced by the 
streptococcus and staphylococcus are being 
pursued. Treatment of acute rheumatic fe- 
ver is being investigated at the University 
of Chile where many patients are available. 

4. Commission on Parasitic Diseases. The 
AFEB also showed early interest in encour- 
aging all Government agencies concerned, as 
well as the entire medical profession of this 
country, to take heed of tropical disease re- 
search requirements of the United States, 
and of the necessity for education and train- 
ing of personnel in tropical medicine prac- 
tices and research. An AFEB recommenda- 
tion made to the National Research Council 
on this point several years ago was recently 
re-emphasized by the Board. This provided 
the impetus to bring a complete tropical 
medicine survey of United States’ needs into 
being at the NRC on 1 January 1959 under 
Doctor Willard Wright, an AFEB consult- 
ant, expert in the fields of tropical medicine 
and parasitology. 

The report of an ad hoc committee meet- 
ing on malaria in June 1958 resulted in the 
activation of two AFEB-sponsored projects 
in FY 59, one of which has already pro- 
duced important findings which may require 
the revision of the many textbooks on ma- 
laria in regard to the life cycle of the para- 
site within the Anopheles mosquito. 

The advent of the new anthelminthic, di- 
thiazanine, on the chemotherapeutic scene 
has led to the investigation of its manner of 
action. 

Another accomplishment of the Commis- 
sion on Parasitic Diseases last year was to 
obtain some relaxation of Department of 
Agriculture restrictions in the research use 
of certain strains of rodent and avian malar- 
ial parasites. Commission personnel, with 
the timely assistance of a letter to the Secre- 
tary of Agriculture from the Assistant Sec- 
retary of Defense (Health and Medical), 
helped work out an agreement with Agricul- 


ture authorities on this matter, which should 
stimulate malarial research work. 

A review of the status of vector repellents 
was organized and presented at this Com- 
mission’s Fall meeting in November 1958, 
during which the status of the toxicological 
clearance of the new highly effective repel- 
lent, diethyltoluamide, was discussed. The 
Army’s Environmental Health Laboratory 
is now studying possible chronic or late 
toxicological effects which will take another 
year or more before a decision can be made 
on the safety of this compound. Dr. Thomas 
H. Weller, Director of the Commission on 
Parasitic Diseases at the time, visited Leba- 
non in the summer of 1958 during the crisis 
and conferred with senior medical officers 
on their problems of preventive and tropical 
medicine. This Commission continues to be 
deeply concerned with the de-emphasis on 
the subjects of parasitology and tropical 
medicine in medical school curricula, which 
results in young doctors entering the Armed 
Forces today without adequate training in 
the diagnosis, treatment and prevention of 
parasitological and tropical diseases. One 
important aspect of this Commission’s pro- 
gram, therefore, as mentioned above, has 
been an emphasis on the training of young 
scientists and physicians in these fields. 

5. Commission on Enteric Infections. The 
Lebanon crisis of 1958 again brought out 
the fact that enteric diseases are still the 
primary medical problem of military task 
forces, which indicates a high priority re- 
quirement for continued research in this 
field. The Armed Forces Epidemiological 
Board, as well as the three Surgeons Gen- 
eral, certainly had cause for their great con- 
cern with the diarrheal problems of the 
Lebanon action. A fall meeting of the Com- 
mission on Enteric Infections was held at 
Walter Reed Army Institute of Research in 
October 1958 for the special purpose of re- 
viewing the amebiasis problem and research 
program. The report of the “Joint Dysen- 
tery Unit” on epidemic enteric infections 
among Communist POW’s in Korea was 
submitted by Dr. Albert V. Hardy at that 
Commission’s Spring 1959 meeting. It em- 
phasizes the inverse relationship between 
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adequate supplies of water and the incidence 
of enteric disease. The broad spectrum anti- 
biotics of the tetracycline series were shown 
to be markedly effective in the treatment of 
dysenteries. 

The recent outbreaks of cholera in Thai- 
land have attracted this Commission’s close 
attention. Members of the Commission par- 
ticipated in planning a joint military-Na- 
tional Institutes of Health-Jefferson Medical 
School program in anticipation of ihe spring 
outbreaks of cholera in Bangkok and vicin- 
ity. The planned studies were instituted in 
Thailand early in 1959, particularly to in- 
vestigate methods for more rapid bacterio- 
logical diagnosis of cholera. The Commis- 
sion intends to maintain its present interest 
in problems involving pathological, bacterio- 
logical and virological aspects of enteric in- 
fections with specific extension of these 
studies to cholera. Coordination with the 
Commission on Immunization has been ef- 
fected for dealing with the problem of de- 
veloping and testing an effective vaccine 
against cholera. Research on the diarrheas 
of viral etiology is currently receiving a 
great deal of attention by this group. 

6. Commission on Viral Infections. The 
Commission on Viral Infections, under the 
leadership of its present Director, Dr. Wil- 
liam McD. Hammon of the University of 
Pittsburgh, continues its important research 
on viral arthropod-borne diseases, infectious 
hepatitis, and other viral diseases not cov- 
ered by other Commissions of the AFEB. A 
special trip was made by Dr. Robert McCol- 
lum of Yale to aid in the field investigation 
of an outbreak of hepatitis in Navy ship- 
based personnel which followed the 1958 
Christmas layover of the Mediterranean 
Fleet in Naples harbor. Native food vendors 
were considered to have been the source of 
infection for this outbreak. 

As usual, hepatitis has continued to be one 
of the most important problems in this Com- 
mission’s area of concern. Vigorous efforts 
to propagate hepatitis virus in tissue culture 
systems continue. Encouraging progress has 
been made within recent years in studies on 
humans, hemagglutination tests, chimpanzee 


infections and post-transfusion prophylaxis 
of hepatitis with gamma globulin. The Army 
and Air Force Medical Services, through 
their general hospitals in Germany, cooper- 
ated recently in certain AFEB studies on 
hepatitis. The Navy is doing likewise with 
its hospital and Preventive Medicine Unit 
No. 7 in Naples, Italy. Stools have been 
found to be infectious ten or more days be- 
fore detectable liver involvement. Army- 
supported studies by Dr. George S. Mirick 
in Baltimore hospitals over the past three 
years have been accumulating data regard- 
ing the prevention of hepatitis following 
blood transfusions by the prophylactic use 
of gamma globulin. The results are in a 
preliminary stage but the studies were ex- 
tended last year in an attempt to obtain sta- 
tistically valid data more rapidly. Proof of 
this accomplishment could have great signifi- 
cance in the saving of United States man- 
power in the event of national catastrophe 
or war. 

Dr. William McD. Hammon travelled to 
Thailand in September 1958, under the aus- 
pices of the State Department, to help that 
country investigate the causes and epidemi- 
ology of an extensive hemorrhagic disease 
outbreak. He isolated a number of viruses 
from Aedes aegypti mosquitoes. Results in- 
dicate that the agents associated with the 
Thailand hemorrhagic fever are closely re- 
lated to the Chikungunga virus originally 
isolated in Africa and to the dengue viruses. 
The Commission, by means of a formal rec- 
ommendation to the Rockefeller Foundation, 
has stimulated the organization of activities 
for the integration and coordination of 
American work on the arthropod-borne vi- 
ruses, including their analysis and classifica- 
tion. In addition, Dr. Hammon continues his 
laboratory studies of various virus infec- 
tions of the Philippine Islands with speci- 
mens which he brought back from Clark Air 
Force Base when he was investigating a pos- 
sible poliomyelitis outbreak there for the 
Air Force several years ago. 

7. Commission on Cutaneous Diseases. 
The Commission on Cutaneous Diseases met 
with many military dermatologists from the 
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three Services in Chicago in December 1958 
at the time of the American Academy of 
Dermatology sessions. As an outcome of 
this meeting, the Commission learned that 
many medical officers have little knowledge 
of the activities, accomplishments and func- 
tions of the AFEB. Even the military der- 
matologists did not know about the Commis- 
sion on Cutaneous Diseases of the AFEB, 
which consists primarily of well-known ci- 
vilian authorities on dermatology. There- 
fore, efforts have been increased to call at- 
tention to the activities of the AFEB and 
the results of its research to those who 
should profit the most from such knowledge 
—i.e., the medical and other medical service 
officers of our military organizations. 

This Commission at its Spring 1959 meet- 
ing decided to redirect some of its studies on 
the antifungal effects of the new antibiotic, 
griseofulvin. The official statement of the 
AFEB on the military use of griseofulvin 
appeared in the September 1960 issue of 
The Armed Forces Medical Journal (AFMJ) 
Vol. 11: 1054. The therapeutic effectiveness 
of this antibiotic on certain types of super- 
ficial ringworm infections seems to have been 
established beyond doubt, but the Commis- 
sion is now investigating the possibility of 
adverse or side effects. The Air Force has 
already uncovered some psychomotor dis- 
turbances with the continued use of griseo- 
fulvin in its flying personnel and has issued 
warnings against the administration of this 
drug in persons on flying status.* *° 

Amphotericin B which has some effect on 
coccidioidomycosis has proven too toxic for 
patients to withstand the prolonged course 
and amounts necessary for the treatment of 
deep fungal infections. No progress of prac- 
tical value has been made in studies on peni- 
cillin sensitization. An interesting finding 
which has emerged from the Commission’s 
acne studies is that fluid retention has ad- 
verse effects on acne. 

8. Commission on Immunization. The 
Commission on Immunization’s investiga- 
tions progressed last year on the nature of 
the immune response, the influence of hered- 
itary host factors, dose and physiological 


state of antigen, the interval between injec- 
tions and combinations of antigens. This 
group also has worked in recent years on 
the characterization of properdin and re- 
lated substances. As for the control by im- 
munization of specific diseases, support of 
immunological studies is still being provided 
on typhus fever, bacillary dysentery, cholera, 
mumps, measles, plague, dengue and arthro- 
pod-borne viral diseases, as well as on influ- 
enza and other respiratory diseases men- 
tioned earlier. (The Army has an intramural 
research program in progress on gas gan- 
grene treatment and immunology.) 

Special reports on rabies and smallpox 
were presented at the Commission on Im- 
munization’s regular Spring 1959 meeting, 
including some discussion on the previous 
year’s smallpox outbreak in the Heidelberg 
area and the imminent standardization of the 


-dried smallpox vaccine by the Services. The 


USAF developed an early interest in dried 
smallpox vaccine and actually utilized an 
English product in the Third Air Force in 
1955. AFEB-sponsored studies have demon- 
strated that globulin prepared from blood 
taken after successful primary takes is effec- 
tive and often life-saving in the treatment of 
complications of smallpox vaccination. This 
is a good example of how the military med- 
ical profession quickly puts into practice the 
valuable medical research findings of the 
AFEB. 

This Commission held a symposium in 
the Fall of 1958, in conjunction with the 
Commission on Epidemiological Survey, on 
plague immunology, while another sympo- 
sium on Q fever was held during the Com- 
mission on Rickettsial Diseases’ regular 
Spring 1959 meeting. The requirement for a 
vaccine against sandfly fever was reviewed 
by the Commission on Parasitic Diseases in 
late 1958. Development of the latter vaccine 
is considered to have low priority at the 
present time because of the continued effec- 
tiveness of DDT in the control of sandflies. 
However, further deployment of troops in 
the face of nuclear warfare may eventually 
necessitate the development of a sandfly fe- 
ver vaccine. 
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Work on diphtheria and tetanus toxoids 
and other immunological problems of these 
diseases continues. This Commission was 
also of great aid to the three preventive med- 
icine services in their drafting of the new 
tri-service technical bulletin on “Immuniza- 
tion’ (TB MED 114, NAVMED P-5052- 
15, AFP 160-5-1), which was published on 
22 December 1959. Plans for further work 
by this and other Commissions on combined 
immunizations and adjuvant vaccines have 
been discussed previously. The Commission 
on Immunization also plans for the future to 
increase its knowledge of fundamental im- 
munology, without any reduction of empha- 
sis on the control of specific communicable 
diseases. This will provide a sound basis for 
developing the most effective methods of 
prevention or control of these conditions. 

9. Commission on Environmental Hy- 
giene. Since 1956, activities of the Commis- 
sion on Environmental Hygiene have in- 
cluded a number of field investigations for 
the military services. One was a study of 
heat problems in the B-52’s at Castle Air 
Force Base several years ago, and another, a 
survey of Arctic hygiene in 1957, in Alaska. 
As a result of the latter, a contract was let 
by the Arctic Aero Medical Laboratory in 
FY 59 to Dr. John A. Logan (Professor of 
Sanitary Engineering at Northwestern Uni- 
versity and Deputy Director of this Com- 
mission) for the development of his in- 
genious idea for an oil flush sewage disposal 
unit for small isolated groups in Arctic 
climates. 

In early 1959, members of the Commis- 
sion’s Occupational Health Group visited 
Vandenberg Air Force Base, the first oper- 
ational missile base, to make recommenda- 
tions on its occupational health program. Dr. 
Norton Nelson, one of the experts, later 
visited Patrick Air Force Base to give a 
talk on occupational health problems of mis- 
sile launching operations.* Army-supported 
and AFEB-sponsored heat stress studies of 
the late Professor Constantin P. Yaglou of 
Harvard were helped along by the Air Force 

*Dr. Anna Baetjer, another member of this 


group, was invited by the Air Force to do the same 
thing in January 1960. 


in the past two years, by its providing cer- 
tain facilities and personnel at Homestead 
Air Force Base. 

Another Environmental Hygiene activity 
included a meeting in September 1958 at the 
United States Public Health Service’s Rob- 
ert A. Taft Sanitary Engineering Center. 
At this meeting it was concluded that the 
Commission’s principal concern in the fu- 
ture should be the survival of the logistically 
unsupported military individual or small 
group with respect to the integration of such 
requirements as water, food, air, shelter, 
clothing, waste disposal and protection from 
infections. Because of greater dispersion of 
troops in anticipation of nuclear attacks, this 
type research assumes greater significance. 
In addition, much interest in the problems 
of survival in enclosed spaces was evinced 
last year with a Navy discussion of problems 
encountered in nuclear submarines, as well 
as talks by others on the significance of trace 
contaminants in the atmosphere and the ef- 
fects of synergism or antagonism among 
such toxic agents. Survival in enclosed 
spaces, of course, is of related interest to 
many space medicine studies. 

10. Commission on Accidental Trauma. 
The Commission on Accidental Trauma 
completely reviewed last year the military 
research requirements in this field, which 
again revealed that motor vehicle accidents 
were the outstanding cause of injuries and 
loss of manpower. The control of the drink- 
ing driver is an important area for develop- 
ment of preventive measures. Studies on 
prevention of automobile injuries pro- 
gressed last year to the evaluation of the 
impact of certain military corrective meas- 
ures on driving habits. 

Some of the earliest coordinated work on 
the reduction of losses due to accidental 
trauma was sparked by the AFEB and its 
Commission on Accidental Trauma, eventu- 
ally leading the United States Public Health 
Service and other governmental and private 
agencies into these fields. Board recommen- 
dations on this subject have led to improve- 
ment in automobile design (padded dash, 
door hook-type interlock, redesigned steer- 
ing wheel and column) and greatly increased 
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concern with the physical and emotional con- 
dition of the driver. Many members of this 
Commission are in contact with Colonel 
John Paul Stapp, Chief of the Aerospace 
Medical Laboratory at Wright-Patterson 
Air Force Base, Ohio, whom they consider 
one of the leading authorities on automobile 
safety design. 

Another important area where improve- 
ment in accident prevention has been found 
necessary by this group relates to injuries 
and deaths from sports and recreational ac- 
tivities. Members of Congress recently 
showed interest in these military studies on 
accidental trauma (many of which have 
been conducted at military bases) by re- 
questing reports on this research under the 
auspices of the AFEB—e.g., Senator Hu- 
bert H. Humphrey and Congressman Ken- 
neth A. Roberts, Chairman of the Special 
Subcommittee on Traffic Safety. 

11. Commission on Rickettsial Diseases. 
The Q Fever Symposium held by this group 
in early 1959 was such a success that its pro- 
ceedings are being published by the Walter 
Reed Army Institute of Research. Also, the 
current status of insecticides and insect re- 
pellents was reviewed at that meeting. Re- 
search on the spotted fevers, fluorescent an- 
tibody techniques, typhus vaccines, and the 
growing of rickettsiae in cell-free media oc- 
cupies the interest of various members of 
this group. A field trial of © strain living 
typhus vaccine is being prepared for reasons 
described in the following section on effects 
of radiation on infections and immunity. 

Other potential problems that might arise 
in rickettsial diseases such as typhus, under 
conditions of radiation from fall-out, are the 
increased severity of the acute disease and 
increased chance of recrudescence of dis- 
ease. This Commission provides the continu- 
ing stimulus for maintaining interest, studies 
and personnel in the rickettsial field which 
may otherwise be neglected and deficient 
when needed. These diseases can be ex- 
pected to increase under field or war con- 
ditions. 

12. Commission on Epidemiological Sur- 
vey. Of the present twelve Commissions of 
the AFEB, the last one to be organized on 
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a permanent basis (in 1956) is the Commis- 
sion on Epidemiological Survey. The Army 
is responsible for research in the area of de- 
fense against Biological Warfare. Thus, the 
Army Surgeon General has been designated 
to evaluate vaccines and agent effectiveness 
so that the principal mission of this group is 
to advise him, through the AFEB, on these 
matters. The members of this Commission 
are often at Fort Detrick’s Biological War- 
fare Laboratories and in contact with Chem- 
ical Corps authorities on BW. Succeeding 
Dr. Richard E. Shope (now a Board mem- 
ber), the present Director of this Commis- 
sion, as of 1 July 1959, is Dr. Theodore H. 
Woodward, of the University of Maryland 
Medical School, the physician who first suc- 
ceeded about ten years ago in specific treat- 
ment of typhoid. The research program is 
designed to increase the ability of the Com- 
mission to advise the Army Surgeon Gen- 
eral in this area. 


V. EFrFrects OF RADIATION ON INFECTION 
AND IMMUNITY 


The effects of radiation on infection and 
immunity is an important problem that must 
be considered in this nuclear age. Therefore, 
the major new orientation within the AFEB, 
starting in mid-1958, was the emphasis 
given to effects of prolonged exposure to 
low levels of ionizing radiation on infection 
and immunity. Most studies of this nature 
up to a few years ago were on the effects of 
acute radiation on infection and immunity. 

The Board incorporated special studies of 
low level radiation effects into the general 
scientific programs of each Commission for 
1959 and subsequent fiscal years. These 
studies on the effects of long term, low dose 
radiation on infection and immunity should 
result in further knowledge to protect mili- 
tary and civilian manpower from the exten- 
sive fall-out hazards expected to follow a 
nuclear bomb attack on this country. Al- 
ready, the research recently begun on this 
problem has resulted in the publication of 
several papers. One of the most interesting 
projects of this nature concerns the possi- 
bility that live £& Strain typhus vaccine might 
induce significant disease in persons exposed 
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to fall-out radiation. The results of this 
work, being conducted by Dr. Charies L. 
Wisseman, Jr., also at the University of 
Maryland Medical School (he is the new 
Director of the Commission on Rickettsial 
Diseases), will be awaited with great inter- 
est, since the living attenuated type vaccine 
may be the immunization procedure of 
choice for the American population not pre- 
viously immunized against typhus and who 
survive an atomic holocaust. 


VI. UTILIZATION OF THE AFEB By 
THE THREE MEDICAL SERVICES 


AFEB-sponsored research projects are 
often conducted at military bases. Thus, 
medical and other medical service officers 
may meet AFEB researchers or epidemio- 
logical investigators at military stations. As- 
suming that you are a military medical or 
other medical service officer, you might ac- 
tually be assigned by the hospital commander 
to work with AFEB researchers, if they 
should be conducting a field investigation or 
research project at your installation. From 
your individual standpoint, an opportunity 
to work as a member of a research team may 
be afforded you that might not otherwise 
have been possible. Your personal efforts 
will be recognized, both officially and often 
under your own name, or as an original 
contribution in the medical literature. 

You should know about the AFEB in case 
you uncover a medical problem for which 
this organization may be able to help pro- 
vide a solution. Report such through your 
usual channels with a recommendation for 
AFEB assistance, if indicated. 

You can aid in more rapid reporting, in 
accordance with your Service’s regulations, 
of acute respiratory and other infectious 
disease outbreaks, since these still cause ex- 
cessive morbidity and manpower losses. Such 
rapid reporting helps meet the objectives of 
the worldwide influenza surveillance pro- 
gram and thus enables the services to benefit 
much sooner from AFEB’s advice and other 
efforts in decreasing the manpower drain re- 
sulting from influenzal and other disease 
outbreaks. 


You should know about the AFEB re- 
gardless of your medical specialty—its work 
cuts across and covers all of medicine, not 
just preventive medicine. For example: 

Many of its studies are important to that 
newest medical frontier, Aerospace Medi- 
cine. Acute respiratory and enteric diseases 
would bring up difficult problems in space 
capsules. Enclosed space studies planned in 
the future by the Environmental Hygiene 
Commission may be of related interest to 
space medicine. Also, their toxicological 
studies and interests in missile fuels hazards 
are related to aerospace medicine. 

Pediatricians have great interest in Dr. 
John F. Enders’ work on youngsters with 
measles vaccine and Dr. Robert Ward and 
Dr. Saul Krugman’s Willowbrook studies 
on infectious hepatitis in children. Dr. 
Krugman also began to study the Enders’ 
measles vaccine this year. 

Obstetrics-gynecology specialists would 
also be greatly interested in AFEB research, 
such as that on the prevention of German 
measles or its effects on the pregnant woman 
or her fetus." 

Hospital staphylococcal infection prob- 
lems are very important to surgeons, obste- 
tricians-gynecologists, pediatricians and in- 
ternists. 

Internal medicine specialists have many 
close relationships with AFEB’s activities 
and research results ; e.g., the prophylaxis of 
streptococcal infections and prevention of 
rheumatic fever or its recurrence. Even car- 
diologists, those specialists within a spe- 
cialty, have accepted the results of Dr. 
Charles H. Rammelkamp’s studies at Fran- 
cis E. Warren Air Force Base on the pre- 
vention of rheumatic heart disease. 

AFEB consultant services are requested 
by the Surgeon General, not directly by 
medical or medical service officers. There- 
fore, if you believe AFEB help or advice is 
necessary, you must go through your usual 
military medical channels to request this. In 
emergencies, of course, one can always tele- 
phone or telegraph higher authorities for 
such help. 

Published literature may be requested 
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through library channels. AFEB annual and 
meeting reports have a limited distribution. 
They may be requested from the surgeon’s 
office of your major military command, if 
not available locally. Medical officers and 
others concerned should make efforts to 
study AFEB reports which cover their fields 
of interest. Some of these early and inter- 
esting findings resulting from AFEB re- 
search may not be available in the open med- 
ical literature for two or more years. While 
you may use the information in such re- 
ports, it should be remembered that in order 
to protect the author’s rights it should not 
be quoted or abstracted until it does appear 
in the open literature. 

If you have valuable information for the 
AFEB on special or new problems, trans- 
mittal of this information through channels 
with the specific suggestion that it be sent 
to the Board for consideration will be 
greatly appreciated. 


VII. ConcLusion 

The AFEB, during almost twenty years 
of close cooperation and teamwork with the 
medical services, has contributed valuable 
knowledge and advice in the solution of 
many military preventive medicine and epi- 
demiological problems. It consists of a pa- 
triotic group of highly qualified medical sci- 
entists who willingly take time from their 
already overcrowded schedules to help the 
military medical services accomplish their 
primary mission—the conservation of mili- 
tary manpower—best effected through epi- 
demiological knowledge and preventive med- 
icine practices. 

The AFEB’s breadth of interest and wide 
range of research, its invaluable aid to the 
medical services, and its willingness to be of 
service to all, make it an important asset to 
the military services as well as to other med- 
ical organizations, both within and without 
the Government. Therefore, this organiza- 
tion and its research accomplishments de- 
serve continued attention throughout your 
military medical careers, regardless of how 
remote your medical specialties, duties, and 
responsibilities may seem from AFEB’s 
fields of interest. 
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Serologic Diagnosis of Typhoid Fever in 
Previously Immunized Patients* 
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Typhoid fever attacks 62 persons from single carrier. A discussion 
of agglutination tests in vaccinated persons is submitted. Study 
shows that in previously vaccinated individuals typhoid fever can- 
not be diagnosed on the basis of a single agglutination test. Stool 
and blood cultures and clinical findings are probably of more 
value in diagnosing typhoid in these previously vaccinated persons. 


glutination tests in the diagnosis of 

typhoid fever when patients have been 
vaccinated previously is by no means clear. 
Beeson! believed that the development of H 
and O agglutinins was strong evidence to 
support the diagnosis but cautioned that “two 
sources of misinterpretation should be recog- 
nized. Persons inoculated with typhoid vac- 
cine within the previous six to twelve months 
may have agglutinins. Moreover persons may 
exhibit an anamnestic reaction” if they had 
the disease previously or had received typhoid 
vaccine inoculations. Koomen and Morgan? 
believed that anamnestic reactions did not 
occur. Wells® stated that “many attempts 
have been made to resolve the problem of 
serologic diagnosis of typhoid fever in previ- 
ously vaccinated individuals. This effort has 
met with little success, however, and under 
these conditions it must be recognized that 
no serum titer, regardless of how high, can 
be regarded as definitely diagnostic. A rising 
titer particularly for the O antigen, is the 
strongest evidence that can be obtained by 
this means.” Stitt and Strong* stated that 
“One can only conclude that the results of 
the Widal reaction in vaccinated individuals 
must be interpreted with the greatest caution 


of results of ag- 


The opinions expressed herein are those of the 
authors and are not to be construed as representing 
an indorsement by the Department of Defense or 
the Department of the Army. 

* Presented at the IV International Congress of 
Clinical Pathology, Madrid, Spain. 

tUSAREUR Medical Laboratory, APO 180, 
New York, N.Y. 
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even when the titer is high and rises with 
progress of the disease.” Morgan® stated 
that in those previously vaccinated “H agglu- 
tinins tend to persist for a number of years 
following immunization while O agglutinins 
fall in 6 months and usually disappear in 
about a year (making) the O agglutinin titer 
more valuable in diagnosis.” Topley and 
Wilson® stated that “in the inoculated sub- 
ject, H agglutinins are valueless but a rise 
in O agglutinins in a patient inoculated more 
than 6 months previously is suggestive of 
active infection though by no means diagnos- 
tic” and also that “It may be concluded that 
the only reliable method of diagnosis of 
enteric fever in the inoculated subject is the 
isolation of the causative organism.” 

In July 1958, some 445 men, women and 
children were exposed to infection at a pic- 
nic lunch. Of these people, 62, approximately 
14% of those at risk, developed typhoid 
fever. The serum agglutination reactions of 
previously vaccinated patients and controls 
were studied to evaluate the test as an aid in 
the diagnosis of typhoid fever in previously 
immunized individuals. 


BACKGROUND 


The events of the exposure were fairly 
well documented. The picnic lunch was the 
only probable alimentary source of infection 
for all who became ill. Further, it was found 
that a typhoid carrier had prepared the potato 
salad the night before and added other in- 
gredients three to four hours before the meal 
was served. The potato salad was poorly 
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TABLE 1 


SERUM SPECIMENS COLLECTED IN AuGusT 1958 
AND JAN.—FEB. 1959 


Total 3-17 Aug  Jan.—Feb. 
Num- Per- Per- Sera 


ber sons sons 
Patients 51 41 57 32 47 
Exposed Controls 225 149 151 113 113 
Non-Exposed 
Controls 212 194 195 70 70 


refrigerated. Most of those who became ill 
as well as a large number who remained well 
remembered eating the salad. 

All of the food handlers were examined 
but only the one excretor of S. typhi was 
discovered. She was the only one who ad- 
mitted having had typhoid fever previously 
and that was in 1946. It was then learned 
that in 1951 typhoid bacilli were found in 
two stool cultures obtained from her. Strains 
of typhoid bacilli isolated from 41 patients 
were examined at the USAREUR Medical 
Laboratory and they showed the same bio- 
chemical reactions and antigenic structure 
(9, 12, Vi : d:—) as did the culture from 
the carrier. Six strains from patients chosen 
at random and the strain from the food 
handler were shown to be of the same phage 
type (C-1) at the CDC laboratory at Cham- 
blee, Georgia. 

Exposure to typhoid fever occurred on 13 
July. On 26 July, the first patient was hospi- 
talized and the diagnosis was established by 
culture from 3 patients on 3 August, the 21st 
day after exposure. A total of 62 patients 
were admitted to various American military 
hospitals in Europe and were diagnosed as 
having typhoid fever, all contracted from 
this one exposure. The diagnosis was based 
on culture in 49 patients (the USAREUR 
Medical Laboratory received 41 of these cul- 
tures) and on typical clinical findings in 13 
patients. There were no fatalities or instances 
of severe hemorrhage or perforation. Most of 
the patients had a mild clinical course.” 

There were two groups of controls which 
were at first considered separately but later 
were combined into a single group. Exposed 


controls consisted of individuals who par- 


ticipated in the picnic lunch but did not be- 


come ill. Non-exposed controls had not at- 


tended the picnic and were well at the time - 


of examination. Only agglutination tests per- 
formed at the USAREUR Medical Labora- 
tory on sera obtained from individuals with 
a verified record of TAB inoculation are de- 
scribed in this report. Table 1 gives the num- 
ber of sera drawn between 3 and 17 August 
(21st to 35th day after exposure) and in 
January and February (approximately six 
months after exposure). 


METHODS 


The agglutination tests were performed on 
serial 2 fold dilutions of sera beginning with 
0.25 ml of a 1:20 dilution. One-quarter ml 
of standard typhoid O antigen (O 901, ETS 
58) was added to one set of serum dilutions 
and 0.25 ml of standard typhoid H antigen 
(H 901W, ETS 57) was added to another. 
The final effective dilution of serum started 
at 1:40. The tubes were incubated in a water 
bath at 52°C for 18 hours. The highest dilu- 
tion with visible macroscopic agglutination 
was recorded as the titer of that serum. Tests 
were frequently repeated, often as paired 
sera. All tests were identified only by a code 
number until results were compiled. Although 
agglutination tests with S. para typhi A, S. 
paratyphi B, and Vi antigens were conducted 
on all sera, only the reactions with H and O 
antigens are considered in this report. 

The records permitted grouping individu- 
als by interval between last TAB inoculation 
and the time of serological survey. The in- 
tervals were (a) 3 months or less; (b) 4 to 
6 months; (c) 7 to 9 months; (d) 10 to 12 
months; and (e) more than 12 months be- 
tween last inoculation and date serum was 
obtained. There was no significant difference 
in the distribution by interval among pa- 
tients and the two groups of controls (X? = 
9.70; 8 D.F.; P > 20%). The number of 
children, adult males and adult females were 


compared and their distribution was found - 


not to vary significantly in the 3 groups 
(X? = 7.56; 4 D.F.; P> 10%). All the 
tables which follow were first prepared with 
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TABLE 2 


PATIENT AND CONTROL AGGLUTINATION TITERS* OF SERUM COLLECTED 3-17 AuGustT 1958 


No. <40 40 80 160 320 640 1280 
Patients 57 H 4 6 11 12 19 5 
57 Oo 2 2 2 14 25 9 
Controls 346 H 17 15 46 80 169 13 6 
346 @) 33 38 78 97 98 1 


MEAN GEOMETRIC TITERS 
Patients H 120.5 H:O ratio 0.62 


O 195.2 
Control 164.1 
89.0 


t (Patient’s H vs Control H) 1.41: 
t (Patient’s O vs Control O) 4.43 
* Expressed as reciprocal of the titer. 


two groups of controls (Exposed and non- 
exposed) and then with the two groups com- 
bined into one. No significant difference in 
results was obtained. 


RESULTS 


Table 2 gives the results on sera obtained 
from patients and controls during the period 
21 to 35 days after exposure. At this time the 
patients were clinically ill and were receiving 
chloramphenicol treatment. All controls were 
free of symptoms. Rectal cultures were per- 
formed on many of the exposed controls at 
the time the serum specimen was obtained. 
These cultures were uniformly negative. 

It is evident (Table 2) that there was a 
considerable spread in H and O titers among 


H:0O ratio 1.8 


P>10% 
P<0.1% 


the controls. Many had a titer of less than 
1:40 but some had titers as high as 1:1280. 
The geometric mean titers in patients and 
controls were not significantly different for 
H agglutinins but were very significantly 
different for O agglutinins. When the com- 
parison of patients was restricted to the con- 
trols inoculated more than a year before the 
serum specimen was obtained (Table 3), 
the difference in geometric mean O agglu- 
tinin level was even more marked. Nonethe- 
less, the controls still showed a wide spread 
in both H and O titers. 

The relation of the H and O titers was 
next studied. The ratio of geometric mean 
H:O titers was significantly different for 
patients (below 1.0) and controls (above 


TABLE 3 


AGGLUTINATION TITERS* IN PATIENTS COMPARED WITH CONTROLS 
IMMUNIZED More THAN 1 YEAR PREVIOUSLY 


No. <40 40 80 160 320 640 1280 
Patients 57 H 4 6 a2 12 19 S 
57 r@) 2 5 2 14 25 9 
Controls 65 H 2 5 12 20 18 7 1 
65 O 11 11 23 12 8 


MEAN GEOMETRIC TITERS 


Patients H 120.5 H:O ratio 0.62 
© 195.2 

Control H 157.2 H:O ratio 3.44 ° 


* Expressed as reciprocal of titer. 
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TABLE 4 


RELATION OF H:O TITERS OF PATIENT AND CONTROL 
SERA COLLECTED 3-17 AuGust 1958 
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TABLE 6 


TITERS IN 8 PATIENTS DURING 1sT WEEK OF ILLNESS 
(3RD WEEK AFTER EXPOSURE) 


HO Relation iA 
tients trols 

H=O 14 119 133 
H twice O 10 89 99 
H more than twice O > 88 93 
O twice H 13 36 49 
O more than twice H 15 14 29 

346 403 


X?=44.7 P<0.1% 


1.0) and this difference was more evident as 
the interval between inoculation and sero- 
logic test increased (1.8 for all controls and 
3.4 for controls inoculated more than 1 year 
previously). The relation of H to O agglu- 
tinin titers of individual sera is given in 
Table 4. Again it may be seen that sera with 
O titers higher than H were found much 
more frequently among patients than among 
controls but some controls showed the same 
levels as did the patients. Table 5 shows that 
at the 6 month follow-up study, the patients 
could scarcely be differentiated from the con- 
trols. 

Sera were obtained from 8 patients before 
the disease was diagnosed, at a time when 
the symptoms of typhoid fever were appear- 
ing (14th to 20th day after exposure). The 
results «re given in Table 6. It is noteworthy 
that on first examination these patients al- 
ready had high O titers and that the HO ratio 


TABLE 5 


RELATION OF H:O TITERS OF PATIENT AND CONTROL 
SERA COLLECTED JANUARY—FEBRUARY 1959 


HO Relation Pe. Con- Total 
tients trols 

H=O 15 66 81 
H twice O 14 29 43 
H more than twice O 2 33 35 
O twice H 10 40 50 
O more than twice H 3 15 18 

44 183 227 

P>5%. 


Agglutinin <40 40 80 160 320 640 
H 1 3 3 1 : 

1 4 3 


Geometric mean H titer 116.0 
Geometric mean O titer 380.5 H:O ratio 0.3 


was 0.3. Repeat serum specimens were ob- 
tained on all 8 of these patients ; 4 one week 
later, 2 two weeks later, 1 three weeks later 
and 1 six weeks later. In 6, the same O titer 
was obtained, in one the 2nd O titer was 
double the first, and in the other, the second 
O titer was one-half the level of the first 
serum. 

The question of whether the O agglutinin 
titer rises significantly during active infec- 
tion was studied in 38 of the 41 patients in- 
cluding the 8 patients described above. One 
hundred and twenty-five sera were obtained 
from these 38 patients between the 14th and 
63rd day after exposure. At least one serum 
was obtained from each patient prior to the 
35th day after exposure. Only 6 of these 38 
patients had a two tube (four fold) increase 
in O agglutinin level at any time after the 
first agglutination test, 13 had a one tube (two 
fold) increase in O agglutinin level in a sub- 
sequent test and in 19 instances the original 
agglutinin titer was not exceeded in any sub- 
sequent test. 


DISCUSSION 


A large proportion of the immunized pop- i 
ulation used as controls in this study had high we 
and persistent O agglutinin levels. Of those 
inoculated more than a year previously, 31% 
still showed an O agglutinin titer of 1:160 
or higher. Many of these individuals had had 
repeated inoculations of typhoid vaccine. 
This undoubtedly was one factor affecting 
the persistence of the agglutinins. However, 
this immunization history is characteristic of 
American military persons and their depend- 
ents especially in Europe where typhoid 
“boosters” are given annually. In fact the 
TAB inoculation program is carried out so 
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well that there were only 65 out of 437 con- 
trols who had not had an inoculation within 
the previous year. 

When exposed to typhoid antigen, many 
of these individuals showed an accelerated 
and exaggerated response. There was con- 
siderable biologic variation among the con- 
trols as is exemplified by the following: A 
boy, now 12 years old, (son of one of the 
authors) completed a TAB series on 4 Sep- 
tember 1956. He did not attend the picnic 
lunch (a non-exposed control). On 13 Aug- 
ust 1958 his serum titer was less than 1:40 
for H, O, A, B and Vi agglutinins. On 21 
February 59 his serum again showed no re- 
action with these antigens and he was given 
a booster of 0.5 ml of TAB vaccine. Eight- 
een days later, on 11 March 59, his levels 
were H 1:2560; O 1:1280; A 1:40;B <1: 
40 and Vi 1:5. On 1 April 60, during the 
early stages of a disease later shown to be 
mumps, his titers were H < 1:40; O 1:40. 
Ten days later the titers were H 1:80; O 1: 
80. Among the controls, there were six chil- 
dren with this pattern of low antibody levels. 

Patients with typhoid fever showed a simi- 
lar accelerated reaction in antibody response. 
So quickly did titers rise that a subsequent 
significant increase (four fold or more) in 
O titer was found in only 6 of 38 patients 
(16%) and in none of the 8 patients whose 
first serum specimen was drawn during the 
first week of symptoms. Evidently in a popu- 
lation of this type it is unlikely that the first 
of a pair of sera will be obtained early 
enough in the disease so that a significant 
rise in O agglutinin in the second specimen 
can be demonstrated. 

The O titer was relatively higher in pa- 
tients than the H titer while the reverse was 
true in the controls. This proved to be a very 
significant statistical finding applicable to the 
group of patients as compared to the group 
of controls but not to individual patients and 
controls. 

The findings of this study support the 
opinion that in previously vaccinated persons 
the diagnosis of typhoid fever cannot be con- 
firmed on the basis of a single agglutination 
test. Furthermore, because of the accelerated 


antibody response, it is unlikely that a sig- 
nificant rise in agglutination titers can be 
demonstrated, even though acute and conva- 
lescent sera are available. In such persons, the 
clinical diagnosis can best be confirmed by 
culture of the organism, since it is doubtful 
that the serological findings will be helpful. 
Indeed, they may be misleading. A physician, 
therefore, should concentrate his efforts on 
recovery of the organism and submit ade- 
quate specimens to the laboratory for his pur- 
pose. 

In a situation where a number of individ- 
uals in a vaccinated population develop symp- 
toms and signs of typhoid fever at approxi- 
mately the same time, and the epidemiological 
picture points to infection from a single 
source, it may be possible to confirm or ex- 
clude the diagnosis by studying the pattern of 
the agglutination response of the group of 
patients. It is impossible to confirm the diag- 
nosis in the individual case, but the findings 
here presented indicate, that a group of pre- 
viously vaccinated persons who develop clini- 
cal typhoid fever, present a distinct pattern 
of serum titers which can be demonstrated 
even if only single acute-phase serum was ob- 
tained from each patient. 


SUMMARY AND CONCLUSIONS 


The H and O agglutinin levels were deter- 
mined at intervals in previously immunized 
typhoid fever patients and healthy immu- 
nized controls. The patients became ill after 
eating a picnic lunch prepared in part by a 
typhoid carrier, thus permitting a single time 
of exposure to be established. Only individ- 
uals with verified immunization records were 
included in this study. 

It was demonstrated that: 

a. In a previously immunized individual, a 
single agglutination test could not be relied 
upon to indicate the diagnosis of typhoid 
fever. 

b. It is unlikely that paired sera will be 
obtained early enough to show a rise in titer 
of O agglutinins because previously immu- 
nized individuals apparently have an accel- 
erated antibody reaction to infection. 

c. Previously immunized healthy individ- 
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uals may have high titers of both H and O 
agglutinins. 

d. When a number of individuals are ill 
with similar symptoms, serologic tests on the 
group could be of value in establishing or 
excluding the diagnosis of typhoid fever. 

It is concluded that in a previously immu- 
nized individual suspected of having typhoid 
fever, agglutination tests are of little value in 
diagnosis and that chief reliance should be 
placed upon stool and blood cultures. 
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CORRECTION 


A WAITING ROOM IS A WAITING ROOM ... 
IS A WAITING ROOM? 


By 


Mayor Leonard Bertow, USAF, MSC 


Military Medicine, Vol. 125, 765 (Nov. 1960). Paragraph 12 should read: 

A proven, yet inexpensive way to cheer up a gloomy waiting room is with colorful, cheerful 
pictures. Patients don’t really want to sit and stare at framed pictures of airplanes or things 
that remind them of their work. Use pictures with scenes that will get patients in a happy 


mood—even in the hospital. 
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Anal Surgery in Military Practice: Report on the 
Use of Extensive Anal Sphincterotomy 


By 


Davin Wyatt AIKEN, M.D., F.A.C.S.t 
Department of Surgery, University of Pennsylvania School of Medicine, Philadelphia, Pa. 


, NHERE are hardly any commoner 
causes of prolonged pain and suffering 
among military personnel than afflic- 

tions of the anus and perianal regions. 

Palliation, rather than correction of anal 
diseases is the course often chosen by the 
medical officer. This course is followed many 
times by the desire to keep persons on duty 
particularly when they are in key positions. 
It is my opinion that surgery should be re- 
sorted to more often than the palliative 
treatment. 

As a general surgeon interested in proctol- 
ogy, I believe that re-evaluation of the sub- 
ject is called for, emphasizing pitfalls and 
common errors of omission and commission. 
More significant than whether surgeons 
agree on the precepts here advocated, partic- 
ularly the recommendation for sphincterot- 
omy, is the fact that physicians often under- 
go advanced training in surgery without ac- 
quiring enough interest in proctology to as- 
sure even minimum proficiency in this im- 
portant field. 


CLINICAL MATERIAL 


This report is based on approximately 
three hundred patients with hemorrhoids, 
anal fissures, perianal abscess, fistula, and re- 
lated benign conditions (not including evacu- 
ation of acutely thrombosed hemorrhoids) 
operated on personally, mostly in healthy 
young and middle-aged males, and on ap- 
proximately two hundred similar cases oper- 
ated on by subordinates under my supervi- 
sion while chief of general surgery during a 
recent period of four and one half years con- 
secutively in three United States Air Force 


+ Dr. Aiken holds the rank of Major, Air Force, 
Reserve, Medical Corps. He is Commander of the 
51st Casualty Staging Group, 1626 Arch Street, 
Philadelphia. 
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hospitals. Follow-up to recovery was accom- 
plished in most cases, but occasionally was 
incomplete because of exigencies of military 
service. 

About 10% of the patients had previously 
had from one to seven surgical procedures 
in the anal region by other surgeons. A few 
patients refused surgery following unsatis- 
factory surgery elsewhere, choosing to en- 
dure their defects rather than risk another 
failure of treatment. One of the latter was 
a senior career medical officer with an anal 
stricture following “routine hemorrhoidec- 
tomy.” His stenosis was so severe that he was 
often on the verge of fecal impaction, and 
despite continuing self-administered dilations 
his stool was the diameter of an ordinary 
lead pencil. 

Only three of the patients were in serious 
immediate danger from their anorectal dis- 
ease. These three had spiking fever and 


severe systemic reactions to extensive peri-_ 


rectal abscesses, possibly with septicemia. 

- The basis for a few comments on pilonidal 
disease involves several hundred patients 
whose numbers I have not been able to deter- 
mine, treated in a variety of ways. 


THE MILITary ENVIRONMENT 

It may not be fortuitous that recruits are 
advised to “keep their mouth shut, eyes and 
bowels open, and never volunteer for any- 
thing.” Military environments often facili- 
tate advancement of the various anorectal 
troubles associated with a large, firm, dry 
stool, whatever the exact physiopathologic 
mechanisms may be. This is not to say that 
diarrhea is not also responsible for a share 
of anal disease, but that the more common as- 
sociation is with constipation. This is espe- 
cially true of new trainees, who lack the 
simple knowledge of hygiene necessary for 
its prevention. 
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At remote outposts primitive conditions 
are sometimes found unless provision has 
been made for comfortable, efficient sanitary 
facilities. My first duty as a medical officer 
was at such a place on the coast of the Arctic 
Ocean in 1947. Having to go out-of-doors 
100 yards to a poorly sheltered trench latrine 
in subzero weather, some men preferred to 
try to limit defecation to once every three 
days and suffered the consequences. On one 
occasion hemorrhoidal suppositories had to 
be air-dropped to us for the victims. Even- 
tually, the occurrence of a severe case of 
scrotal frostbite forced construction of a bet- 
ter latrine. 

Although facilities are now generally im- 
proved at remote locations, military life still 
requires a great deal of travelling. This is an 
environmental stress which promotes consti- 
pation and anorectal diseases in persons dis- 
posed to them, constitutionally or otherwise. 
A number of conditions in field and in bar- 
racks life can be cited as causes of disturbed 
personal hygiene and habits which may be 
links in the chain of physiopathology of anal 
and perianal disabilities, including pilonidal 
infections. 

The usual absence of bathtubs in barracks 
is a harassing inconvenience to the military 
surgeon, the patient, and the patient’s su- 
pervisor, who has to excuse him from duty 
all too often to go to the hospital for hot sitz 
baths. 


INDICATIONS FOR SURGERY 


Palliative treatment may succeed in con- 
trolling uncomplicated hemorrhoids, small 
anal fissures, and certain other conditions. 
Otherwise, with symptomatic hemorrhoids, 
anal fissure, fistula or sinus, and refractory 
cryptitis, the existence of the pathology is 
the indication for surgery. Usually the degree 
of symptoms (pain, bleeding, swelling,, pro- 
lapse, drainage, itching) and the patient’s 
concern over them determine whether he will 
seek or accept surgical correction before the 
symptoms become incapacitating. The more 
experienced and skilled the physician, the 
more frequently is the indication found to 
exist, and the more frequently will advised 


surgery be willingly accepted. If no skilled 
or interested surgeon is available, then the 
patient or his physician is prudent in con- 
tinuing palliative measures rather than em- 
ploy surgery, other than for the simple drain- 
age of an abscess (which is seldom cured 
thereby) or for enucleation of acutely throm- 
bosed hemorrhoids (which can be followed 
by dangerous loss of blood, incidentally). 

More crucial than the foregoing is accu- 
rately establishing the nature of anorectal 
pathology by physical, anoscopic, sigmoido- 
scopic, and radiologic examination when ap- 
propriate. Failure to do so is the cardinal 
pitfall of the physician, who must learn to 
detect and interpret elusive findings such as 
slight induration, localized tenderness, muco- 
sal redness, skin changes, sphincteric spasm 
and hypertrophy, and minimal purulent dis- 
charge, in addition to more obvious, ad- 
vanced, easily diagnosed findings. 

Few medical officers seem aware that when 
anorectal findings are negative in the pres- 
ence of symptoms, repeating the digital and 
anoscopic examination from a fresh start on 
another day may give a different picture, 
complete with the solution to the problem. 
Doing so will also increase the physician’s 
perceptive skill in detecting more evanescent 
clues to correct diagnosis. 

For completeness, it should be stated that 
no physical examination in an adult is thor- 
ough without sigmoidoscopy, and that its 
omission before any anal surgery may consti- 
tute gross negligence. 

Occasionally anorectal diagnosis is fully 
established only at the time of contemplated 
surgery, when optimal relaxation, cleansing, 
and exposure allow the first really satisfac- 
tory examination. 

In my experience, failure of physicians to 
recognize the presence and severity of exist- 
ing anorectal pathology even though they 
have looked for it, is the most frequent cause 
for continuing, bothersome, but not incapaci- 
tating symptoms. The resulting self-discipline 
which the patients are forced to adopt, along 
with impatience or hostility toward the medi- 
cal service, are both unnecessary and regret- 
table. Definitive relief of anorectal symptoms 
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is rewarded by the highest percentage of 
happy, grateful patients of any specialty in 
the fields of medicine and surgery. 

While routine exam. ation will not be de- 
scribed, one seldom-used. maneuver will be 
mentioned. Internal hemorrhoids, which are 
not palpable and may appear unimpressive 
as the anoscope or proctoscope is being with- 
drawn, can usually be well demonstrated if 
the patient, with buttocks held apart, will 
bear down repeatedly for a few minutes. 
Hemorrhoidal veins then fill and prolapse 
slightly, becoming easily, and even alarm- 
ingly, evident. 


ANESTHESIA 


Except for perianal abscess treated defini- 
tively, and for certain special situations, local 
infiltration anesthesia as advocated by Schnei- 
der? and others? is preferred for anal work, 
and was used routinely in the last two years 
of this series. Caudal block® is slightly pref- 
erable to low spinal (saddle block) anesthe- 
sia, while general anesthesia carries with it 
risks which, however small, are not justified. 
With practice all hemorrhoids, anal fissures, 
and fistulae can be corrected under local an- 
esthesia without discomfort. Sufficient seda- 
tion will prepare even the most anxious and 
sensitive patient adequately. One percent 
lidocaine (xylocaine) with added epineph- 
rine and hyaluronidase is very satisfactory 
for infiltration if customary precautions are 
observed. Complete relaxation of the anal 
sphincters is uniformly obtained and usually 
a bloodless field as well. 


SurGICAL MANAGEMENT 


Hemorrhoids. Several techniques widely 
used for surgical removal of combined inter- 
nal and external hemorrhoids are perfectly 
satisfactory. My preference is for a modified 
Turrell method‘ using a Buie clamp, with the 
patient in a prone, semi-flexed position and 
the buttocks held apart by adhesive tape. 
Medical officers demonstrate generally ade- 
quate knowledge of the fundamentals of 
these procedures, such as careful hemostasis, 
removal of redundant skin, and the necessity 
for leaving strips of epithelium between the 
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radially excised areas. None of these tech- 
niques, however, guard against the common- 
est pitfialls leading to an unhappy result after 
anorectal surgery, be it for hemorrhoids or 
any other nonmalignant condition: namely, 
postoperative pain and difficulty in restoring 
normal bowel function, the need for distress- 
ingly frequent and vigorous anal dilations, 
and eventual inability to pass soft-formed 
stools of average caliber. Under “anal dila- 
tions” I include what some authors refer to 
as massage of the anal wounds. 

Standard texts* and acknowledged au- 
thorities* do not provide adequate guidance 
for this problem, other than stressing re- 
peated postoperative dilations, avoidance of 
mineral oil, and exhorting the reader, in a 
somewhat supercilious manner, to a high de- 
gree of diligence and persistence. Now and 
then the blame for anal stricture is attributed, 
often erroneously, to too radical a hemor- 
rhoidectomy. 

In the last two and one half years of the 
present series, the solution to this problem 
has proved to be the performance of an ex- 
tensive anal sphincterotomy in conjunction 
with nearly every routine hemorrhoidectomy. 
Advocacy of this procedure as an accompani- 
ment to hemorrhoidectomy will probably be 
thought radical; for, although it is appar- 
ently suggested in some foreign lands, it 
finds little support or even consideration in 
North American or British literature. Ac- 
knowledged authorities in proctology, at 
least, have not described its use or trial, ex- 
cepting Eisenhammer.® 

Finger avulsion of the sphincters, called 
“divulsion” in older literature, was used at 
times early in this series, but is not reliable 
and did not often give the desired result. Di- 
vision of most of the internal and external 
sphincters under direct vision with a scalpel 
is the method of choice for insuring easy 
bowel movements postoperatively, rapid in- 
crease in the caliber of the stool thereafter, 
and for obviating anal dilation during re- 
covery and healing. Sphincterotomy is done 
after all hemorrhoidal tissue has been re- 
moved, incising the sphincters in the base of 
the most posterior wound already made. Gen- 
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erally, the larger the sphincters are, the more 
can be safely incised. Frequently all that 
remains is a band of fibers in a slightly thick- 
ened posterior rectal wall, forming the upper 
portion of the internal sphincter. 

Confusion has existed*®* in identifying 
anatomical divisions of the anal sphincters at 
surgery. The important thing is to leave a 
transverse band of fibers close to the upper 
anorectal mucosa. Thus the anorectal angle, 
considered important for continence,”* is pre- 
served. Lower down and nearing the coccyx, 
incision may be carried through every muscle 
fiber to fibro-fatty tissue. As each increment 
of sphincteric incision is made, the surgeon 
may withdraw the speculum and palpate re- 
maining sphincter, using the index and mid- 
dle fingers internally and the thumb exter- 
nally. This operation is quite different from 
pectenotomy. One soon learns how much can 
be divided safely, and may find reassurance 
in the old maxim that one can nearly always 
divide an anal sphincter completely once, 
with impunity, without any incontinence re- 
sulting. Buie** stated that when necessary 
for fistula, he completely divided the sphinc- 
ter in two places without hesitation, a situa- 
tion with which I have had no experience. 

After an extensive sphincterotomy, espe- 
cially if removal of anal skin has been gen- 
erous, the operative wounds present an ap- 
pearance tending. to alarm persons not given 
the opportunity to follow these patients ‘to 
their gratifying completion. 

Caution and careful measuring of the ex- 
tent of anal sphincterotomy is necessary in 
multiparous women and in the aged, debili- 
tated patient with a patulous anus and poor 
sphincter tone. A woman whose first sphinc- 
teric division was a third degree tear in la- 
bor, had her sphincter divided anteriorly by 
a surgeon I observed treating her for a peri- 
neal fistula in a civilian hospital, and the re- 
sult was, eventually, a permanent abdominal 
colostomy after failure of subsequent plastic 
repairs. On the other hand I have performed 
virtually complete posterior division of the 
anal sphincters in several multiparous pa- 
tients, and have found no tendency to incon- 
tinence after the first ten to fourteen post- 
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operative days. In two multiparas requiring 
anterior sphincterotomy for fistula, staging . 
the procedure has afforded protection from 
incontinence, as will be elaborated. 

Other patients in whom sphincterotomy 
should be undertaken with less impunity are 
those with an irritable colon of many years’ 
duration, with a tendency to colitis, or with 
bouts of diarrhea from any cause. However, 
at the same time anorectal surgery is em- 
ployed, amelioration of their other problems 
is often possible. By attention to the chroni- 
cally irritable colon, with simple dietary and 
medicinal measures to promote firmer, less 
frequent stools, it has been practical to do 
complete sphincterotomy when necessary 
without the development of incontinence. 

Before ending discussion of hemorrhoidec- 
tomy mention should be made of the method 
of handling one other problem. Where hem- 
orrhoids completely encircle the anus, vari- 
cosities can be seen remaining under strips 
of epithelium separating the extensive 
wounds already created. The surgeon niay 
feel he has done “all he can do,” only to real- 
ize that yet another episode of external 
thrombosis may occur in this patient. These 
varicosities should be approached from the 
existing wounds with the tips of Metzen- 
baum scissors, and punctured, collapsed, or 
morcellated underneath the strips of skin. 
Though at times the latter may be elevated 
from their attachments by this method, no 
complication has resulted from it in this 
series. 

A plug of gauze impregnated with petro- 
latum one inch in diameter is inserted and a 
generous dressing is applied so as to impart 
some pressure to the anus until the next 
morning. If believed necessary, some allevia- 
tion of pain may be obtained by a rapid, 
stippling injection of one to two cc. of 50% 
alcohol very superficially in the wounds with 
a 26 guage needle. Tetracaine ointment in 
the primary dressing has not been of any 
dependable benefit, although often helpful 
later. Perhaps a Telfa type of surface on the 
anal tampon will offer an advantage in per- 
mitting its easier removal. 

Anal Fissure. Opinion is unanimous that 
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anal fissures which do not heal should be 
excised. There may be room for discussion, 
however, over the fact that complete excision 
also involves partial sphincterotomy, and that 
in my opinion this is the primary event re- 
sponsible for cure, tending to correct the 
pathologic physiology of the hypertrophic, 
spastic anal sphincter. 

Following simple excision it is true that 
with hot sitz baths, dietary regulation, gentle 
laxatives, hydrophilic colloids, encourage- 
ment, reassurance, and uncomfortable dila- 
tions in a cooperative, intelligent patient, 
good function can be restored by the medi- 
cal officer who is conscientious and persist- 
ent, with only slight risk of recurrence. With 
a 75% to 90% sphincterotomy, however, less 
postoperative effort is required and a good 
result with comfortable course, good morale 
and cooperation will be assured, regardless 
of the intelligence of the patient or the per- 
sistence of the medical officer. 

Sliding skin grafts might shorten healing 
time, but have not seemed necessary in this 
series. 

50% sphincterotomy for fissure was advo- 
cated in some instances over 28 years ago by 
Rankin.** Hughes, in Turrell’s text,® states 
that division of part or all of the anal sphinc- 
ter for fissure was performed originally by 
Goodsall, and has been revived by Naunton 
Morgan and Henry Thompson” in London. 
Hughes feels that while the method offers 
promise, its rationale is not clear. 

From the results of its use in this series, 
extensive subtotal sphincterotomy for anal 
fissure appears to be a gratifying procedure. 
Severance of a large, spastic anal sphincter 
invariably promotes easier, more nornial 
function and regular bowel habits. 

Mention should be made of the frequent 
association of polypoid structures at either 
end of a fissure, which should be excised 
with it. Other pathology requiring simultane- 
ous attention is often encountered, such hem- 
orrhoids, cryptitis, and hypertrophic papillae. 

Abscess and Fistula, These are grouped to- 
gether because the latter is the sequel of the 
former. Confronted with an acute perianal 
abscess, medical officers too frequently do 


nothing, or too little, to cure it. The usual 
attitude is to let the abscess “point” over- 
night at least, with the intention of incising 
it “if necessary” the next morning or later. 
Four times out of five, the abscess has 
drained spontaneously by the next morning. 
Then the none-too-eager surgeon, who would 
rather be doing a thyroidectomy, easily con- 
vinces himself that nothing further need be 
done, that the abscess may not recur (“It’s 
his first one”), that it would be too hard to 
find its sinus tract now, and that the patient 
can always return if a fistula develops. 
These premises are belied by the facts: 
namely, nearly all patients with untreated 
perianal abscesses have recurrences; one- 
stage definitive treatment is often possible in 
experienced hands; and the patient who de- 
velops a fistula may return, due to circum- 
stances beyond his control, to another medi- 
cal officer who is unable to find or identify it. 
In this series a few patients had as many as 
six to nine perianal abscesses elsewhere over 
a period of years, never receiving definitive 
treatment. Also operated on where several 
men and two women whose fistulae had pro- 
duced obvious perianal drainage for a year 
or more, and who had been examined by two 


to four other medical officers during that. 


time, without identification of the diagnosis. 

Patients with an acute perianal abscess not 
yet drained should be prepared and taken to 
the operating room when seen. They should 
rarely be drained under local anesthesia, 
which is uncomfortable and usually results in 
a “medical incision.” Though not an emer- 
gency in the life-threatening sense, the ex- 
cruciating pain of these lesions is reason 
enough to justify the effort of providing im- 
mediate relief. Under low spinal anesthesia 
proctoscopy should be done if preparation is 
adequate, and the abscess, which is usually 
more fully developed than had been antici- 
pated, should be widely saucerized and 
packed open. 

While there is danger in exploring defini- 
tively for the origin of an abscess in that the 
wrong crypt may be opened, with experience 
it is usually possible to locate the sinus and 
crypt and to lay them open, forestalling re- 
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currence or fistula. If the entire sphincter 
is to be divided, it is advantageous to place a 
seton at this time, and postpone sphincter- 
otomy. 

After an acute perianal abscess had 
drained spontaneously, instead of waiting an 
indeterminate length of time as recom- 
mended by most authorities, excellent re- 
sults have been obtained in this series by pro- 
ceeding promptly with saucerization of the 
collasped abscess, tracing its sinus either by 
gentle probing a few milimeters at a time or 
by following the palpable induration, and 
laying it open. 

Postponing this effort will often lead, in 
military service, to recurrence, extension of 
infection, or inadvertent neglect in other 
hands after changes of station. One patient 
with a draining perianal sinus in this series 
had been subjected to four previous surgical 
procedures, including the insertion of much 
packing material peri-rectally through the 
external incision. X-rays taken after lipiodol 
injection showed sinuses and spaces about 
the rectum up to the brim of the bony pelvis. 
Cure followed establishment of drainage into 
the rectum and staged division of the anal 
sphincter, converting the internal and ex- 
ternal openings into one wound. 

Excellent detailed discussion of fistulae is 
given in Hughes’ portion of Turrell’s text,® 
where staged sphincterotomy is described 
with the use of a seton (from a Greek word 
for thread). The average medical officer en- 
tering service has never heard of a seton. 

In the present series a seton has been used 
about fifteen times, with sphincterotomy two 
to three weeks later, or even in two subse- 
quent stages if incontinence was feared. 
Whereas the ends of a freshly cut sphincter 
are seen to retract, the ends retract very little 
after a seton has been in place long enough 
to cause fibrosis, which tends to anchor the 
muscle fibers. In fact, the cut ends then may 
stay so close together that additional “land- 
scaping” (saucerization) is necessary to in- 
sure adequate drainage of the exposed fis- 
tula. 

Setons in this series were of umbilical 
tape or large silk suture material, usually 


placed during initial surgery for pelvi-rectal 
or deep perianal abscess, when its upper ex- - 
tent pointed into the rectal wall, or even if 
not, provided the upward extent was so large 
that external drainage would be difficult to 
maintain without sphincterotomy. In the lat- 
ter instance the rectum was entered above the 
sphincter from within the abscess, a mucosal 
incision made down to the external wound, 
and a seton placed loosely around the sphinc- 
ter. 

In two multiparous women with anterior 
fistulae where incontinence seemed a possi- 
bility, setons permitted safe sphincterotomy 
in stages. As an adjunct to recovery, patients 
in this situation were given perineal exer- 
cises to do frequently. 

In two patients where primary complete 
sphincterotomy was done for perirectal ab- 
cesses, bleeding was excessive in the early 
postoperative period. With setons, very little 
bleeding was noted at later sphincterotomy. 

Cryptitis and Anal Spasm. Various combi- 
nations of anal infection are dealt with in 
standard texts. In patients with anoproctitis 
and cryptitis of non-specific etiology, multi- 
ple cryptotomies and excision of enlarged 
papillae afforded complete relief of symp- 
toms. Excess mucosa and skin along the in- 
cisions is removed to insure free drainage. 
Experience in this series indicates that in 
such cases a sphincterotomy of 50% or more 
promotes postoperative comfort, restoration 
of function, and completeness of relief, as it 
does after hemorrhoidectomy and fissurec- 
tomy. 

The performance of multiple small pro- 
cedures in any given case of chronic, non- 
malignant anorectal disease is common in 
proctologic practice. 

Other Anal Diseases. Other surgical dis- 
eases of the anus are not commonly encoun- 
tered in military service. While mild pro- 
lapse is controllable by high internal hemor- 
rhoidectomy, more severe prolapse is not 
within the scope of this report. Anal stenosis, 
present in two infants in this series, yields 
to surgery. No patients with incontinence 
presented themselves; several patients with 
extensive condylomata acuminata were 
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treated surgically, but no malignancies were 
seen. Pruritis ani, frequently seen, usually 
responded to medical treatment temporarily, 
and no case is included in this series as such. 
Pruritis, however, was a symptom in many 
of the patients whose various primary anal 
conditions were treated surgically. Foreign 
bodies and wounds of the anus are rarely 
seen in peacetime. 

One other serious error may befall the 
military surgeon who is not closely super- 
vised. If he has not been warned, he may 
schedule an anal operation and a groin or 
scrotal operation in the same patient at the 
same sitting. There is no surer way that this 
to invite catastrophic infection of the groin 
or scrotal wound. 

Pilonidal Disease. Having run the gamut 
of methods of dealing with pilonidal disease, 
I am sure that the interests of the patient, 
the military service, and the surgeon would 
be served best by limiting surgery to incision 
and drainage where possible. For definitive 
treatment an open or largely open method is 
best. Postoperatively the wound should be 
scraped, cauterized, shaved, and meticulously 
cared for every few days until weeks after 
healing seems final. The patient must partici- 
pate actively in his case with daily hot baths, 
mild antiseptics and fresh dressings self- 
administered. Prolonged after-care is the key 
io success. Medical officers who think they 
are curing most pilonidal disease, unless they 
have followed their patients at least six 
months, are mistaken in more than two- 
thirds of the cases. One patient in this series 
had suffered four unsuccessful attempts at 
definitive cure in military hospitals, and was 
in a state of reactive depression. His fifth 
operation was successful. 


POSTOPERATIVE CARE 


Postoperative care in proctology is not 
mysterious or difficult. The key to success is 
personally checking the wounds frequently. 
Probably the greatest hazard is urinary tract 
infection from catheterization. In male pa- 
tients all catheterizations should be done by 
a medical officer rather than by assistants. 
Systemic antibiotics are rarely used except 


Military Medicine—December, 1960 


to prevent urinary tract infections. 

Wound healing presented few problems. 
Hot sitz baths have been liberally used after 
removal of the first dressing. After chang- 
ing the first dressing, narcotics are hardly 
ever given. A regular diet is usually in order, 
ad lib. 

Postoperative care must be individualized ; 
however, experience in this series indicates 
that frequent use of an extensive anal sphinc- 
terotomy insures a more comfortable, suc- 
cessful, and less troublesome postoperative 
course. 


RESULTS 


The average follow-up in this series was 
three months. While longer follow-up is de- 
sirable, nevertheless the results have been ex- 
cellent in 95% or more of the cases of anal 
disease. The same is not true of pilonidal 
disease. 

Among unsatisfactory results, one patient 
who had a routine hemorrhoidectomy (with 
partial sphincterotomy) for bleeding, pro- 
lapsing hemorrhoids developed a perianal ab- 
scess four months later. 

A patient requiring hemor: *oidectomy 
who also had severe pruritis ani, experienced 
no improvement in his pruritis. Although 
pruritis usually improved after an indicated 
hemorrhoidectomy, he had been warned that 
it might not improve, and thus was not 
overly disappointed. 

One patient had to be returned to the op- 
erating room for control of bleeding after 
hemorrhoidectomy. 

Three patients with perirectal abscess 
treated by unroofing (attempted sauceriza- 
tion) and packing with iodoform gauze, had 
recurrences. These cases should have had an 
opening made in the rectal wall and provi- 
sion made for delayed sphincterotomy by 
means of a seton. It is expected that some 
other patients in whom an internal opening 
was not identified during incision of a peri- 
anal abscess probably developed recurrences. 

Although an extensive sphincterotomy 
takes longer to heal and requires attention 
to hot sitz baths for a longer time, the pa- 
tients are so comfortable, and the results 
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so gratifying, that the longer period of heal- 
ing is believed worth the trouble. The forma- 
tion of a fixed trough” at the site of sphinc- 
terotomy along which secretions and feces 
may pass, was not noted in any instance. 

Twice a so-called subcutaneous sphinc- 
terotomy was performed through a small 
incision posterior to the wound of excision 
of a fissure. In each case a hematoma formed 
which had to be opened for drainage. Sphinc- 
terotomy under direct vision is therefore 
recommended. Vessels requiring ligaiion 
will sometimes be encountered. 

There was no mortality in this series. 


SUMMARY 


Experiences are reported from the prac- 
tice of anorectal surgery during a four and 
one half year period in three successive hos- 
pitals of the United States Air Force. Based 
on these experiences the common pitfalls 
encountered by the average medical officer 
are emphasized. 

Salient features of surgical technique in 
benign anorectal diseases are discussed, 
stressing routine employment of local infil- 
tration anesthesia, and the advantages of 
more frequent use of extensive anal sphinc- 
terotomy than has been advocated hereto- 
fore, as an accompaniment to hemorrhoidec- 
tomy, fissurectomy, fistulotomy, and cryptot- 
omy. j 

A few comments on treatment of pilonidal 
disease are included in the report. An open 
method of surgical treatment is recom- 
mended. 

Postoperative care and results of anorectal 
surgery in this series are briefly discussed, 
and mention is made of the patients with 
known unsatisfactory results. 
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Current Therapy of Urinary Tract Infection* 


By 


CAPTAIN FRANKLIN J. MALONE, Jr., USAF, MCt 


E, AS CLINICIANS, are inter- 
ested in urinary tract infections, 
principally because they are among 
the most common clinical infections seen 
in practice and are second only to the respira- 
tory tract infections in incidence of occur- 
rence,’ and also because they very often pre- 
sent a diagnostic and therapeutic challenge. 
With this in mind, I would like to con- 
dense for you some of the bacteriological 
findings in urinary tract infections and cor- 
relate the therapy with our present day 
antibacterials which have proved to be use- 
ful. 
FREQUENCY OF OCCURRENCE 
The frequency of occurrence of certain 
pathogenic bacteria in urine is somewhat 
variable from a statistical standpoint.*** This 
variability depends largely on the type and 
selection of patients studied, the geographic 
location, and the volume of data analysed. 
However, the following species, genus, or 
groups of bacteria will account for about 
90% of the offending organisms found in 
urinary tract infections.****®* These per- 
centile occurrences were substantiated by 
my study of 1,017 unselected cases.® 


Coli-aerogenes group 35-50% 
Streptococcus fecalis species 

Staphylococcus aureus variety 


PREVALENT BACTERIA 


I would like to briefly re-emphasize the 
most effective drugs in use today against 
some of these more prevalent bacteria. 


* Presented at the Annual USAFE Medical-Sur- 
gical Conference, Wiesbaden, Germany, October 23, 
1959. 

t Urology Service, 7505th USAF Hospital, A PO 
232, New York. 
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The Coli-aerogenes group, our most com- 
mon offender, will respond to chlorampheni- 
col or nitrofurantoin in approximately three- 
fourths of the cases. The tetracyclines, 
streptomycin, or sulfonamides are effective 
in about one-third 01 the cases. 

Pseudomonas aeruginosa is the most re- 
sistant to treatment and responds to the 
tetracyclines, chloramphenicol or nitrofur- 
antoin in about 20% of the cases only. 

Proteus genus is generally resistant. How- 
ever, some species, such as Proteus mirabilis, 
respond favorably to chloramphenicol, 
streptomycin, or nitrofurantoin. 

Streptococcus fecalis will be successfully 
treated with nitrofurantoin or chlorampheni- 
col in 75% of the cases. Approximately 
50% will respond to the tetracyclines, eryth- 
romycin, or novobiocin. 

Staphylococcus aureus, except for the 
resistant varieties, responds well to all major 
common antibiotics as well as nitrofuran- 
toin. 


THE PROBLEM OF RESISTANCE 


Drug resistance is an ever-growing prob- 
lem and is directly related to the universal 
use of antibacterials.° This general use has 
not only caused an increase in resistant 
species, but has also brought about changes 
in the flora of urinary tract infections.” Also 
we are seeing a slight increase in the fre- 
quency of the gram negative groups which 
are the more resistant types.’ Estimates 
have been made that two-thirds of the gen- 
eral population have been exposed to an 
antibiotic at least one time. One-third has 
received a sulfonamide.**? We are fortunate 
in that many present day antibacterials are 
still capable of controlling the majority of 
these infections.**** The more resistant mu- 
tants are uncommon in the acute cases and 
are most likely to be found in the less fre- 
quent types of chronic, complicated, recur- 
rent or mixed infections. 
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The problem has many facets but a simpli- 
fied approach is needed. Here are a few 
measures we can effect in clinical practice: 

1. Early identification of the bacterium 
with specific therapy. Avoid “hit-or-miss” 
use of antibacterials. 

2. In mixed infections the major and 
minor organisms must be treated with equal 
vigor if we are to prevent super-infection or 
overgrowth infections from what was for- 
merly the minor organism.* ** 16 

3. We must suspect, discover and correct 


anatomical pathological processes and other - 


non-infectious factors in all cases, but es- 
pecially in those cases failing to respond as 
expected, cases running a chronic course, 
and those with mixed cultures.®* 

4. Beware of overtreating lesser simple 
infections. Employ a cautious evaluation of 
the disease at hand and the possible risk in- 
volved in its treatment.’® 

5. Institute longer periods of observation 
until a “bacteriological cure” is assured.*:** °° 

6. Make use of multiple antibacterials for 
their synergistic effect if indicated but avoid 
possible antagonistic combinations of these 
agents.**: 43 


EFFECTIVE Drucs 


I realize that the principal interest of the 
clinician is the individual question of the 
use of a specific antibacterial agent. How- 
ever, time does not permit a thorough dis- 
cussion of each drug in relation to each 
bacterium. Therefore, let us consider the 
agents most effective against urinary infec- 
tions.** 

Chloramphenicol still has the widest and 
most effective activity range against infec- 
tions of the urinary tract. It is particularly 
useful against the Coliform group, certain 
Proteus species, the micrococci and the en- 
terococci. Nitrofurantoin parallels chloram- 
phenicol in its spectrum but is slightly less 
effective. 

Erythromycin, novobiocin, and oleandomy- 
cin are used successfully against members of 
Staphylococcus aureus and Streptococcus 
fecalis species. These drugs are usually much 
inferior in treating gram negative bacteria 


TABLE 1 


THE USUAL in vitro SENSITIVITY PATTERNS 
OF THE MORE COMMON BACTERIA 
AGAINST THE COMMONLY USED 
ANTIBACTERIAL AGENTS 


n 
|g 
8 
g 
PSalGalo w/e 514.2 
§/2 §/8 5/5 
Chloramphenicol | + + 
Nitrofurantoin 
Erythromycin 
Oleandomycin 
Tetracyclines + + 4 
Streptomycin 


except on occasions some of the Proteus 
species will be susceptible to novobiocin. 

The tetracycline group of agents is active 
in treating the Coli-aerogenes group, strepto- 
cocci and staphylococci. 

Streptomycin has a similar range but is 
less effective over long periods of therapy 
against the gram positive bacteria but shows 
greater activity when used in treating certain 
species of the Proteus group, as compared 
to the tetracyclines. 

Neomycin, when used parenterally, is very 
active against most of the bacteria in these 
infections. The best use is for Coli-aerogenes 
and Proteus and the least is against Pseudo- 
monas organisms. However, it must be 
limited in its use due to its potential toxicity. 

The sulfonamides are still very useful 
against E. Coli and Streptococcus fecalis and 
are to be remembered in combination therapy 
with antibiotics. 


RESISTANT STRAINS 
Since the difficult problems lie in the man- 
agement of the more resistant infections, 
here are a few useful combinations of anti- 
bacterials that can be used to advantage. 
Proteus treated with streptomycin in com- 
bination with chloramphenicol or the triple 


m- 
ni- 
ee- 
1es, 
ive 
re- 
che | 
ur- 
w- 
lis, 
‘ol, 
lly 
he 
| 
jor 
2 
b- 
sal ff 
as 
nt 
es 
0) 
ch 
es 
n- 
in 
as 
te 
re 
of 
id 
e- 
r- 


838 Military Medicine—December, 1960 


TABLE 2 


UsEFUL ANTIBACTERIAL COMBINATIONS AGAINST CERTAIN BACTERIA 


Proteus Genus: 


Streptomycin + Chloramphenicol 
Chloramphenicol+Sulfonamide+Nitrofurantoin 


Streptococcus fecalis: 


Penicillin-+-Streptomycin 
Streptomycin+Erythromycin (or Oleandomycin or Novobiocin) 
Tetracyclines +Oleandomycin 


Pseudomonas aeruginosa: 


Streptomycin +Oxytetracycline 
Polymyxin+Oxytetracycline 


Aerobacter aerogenes: 


Polymyxin+ Tetracycline 


combination of a sulfonamide plus chlor- 
amphenicol plus nitrofurantoin are good 
choices.** 

Streptococcus fecalis strains can be man- 
aged with a mixture of penicillin and strep- 
tomycin, or a mixture of erythromycin and 
streptomycin.*® Also, orally, you can make 
effective use of tetracycline and oleandomycin 
in combination.?* ** 

Pseudomonas aeruginosa can be treated 
with a combination of streptomycin and 
oxytetracycline.*” 

Polymyxin B given with oxytetracycline 
for Pseudomonas and Polymyxin B with 
tetracycline for Aerobacter are occasionally 
synergistic.?* 


ANTIBIOTICS IN EXTRAORDINARY CASES 


Several other antibiotics are available and 
are worthy of mention but these should be 
reserved for the extraordinary cases in which 
a resistance to the more widely used drugs 
has been exhibited. 

Resistant staphylococcal infections are un- 
common in the urinary tract but when found 
use can be made of ristocetin, vancomycin, 
or carbomycin. 

Kanamycin, used parenterally, will control 
many staphylococcal infections and also 
shows some promise against certain of the 
Coli-aerogenes group.*° 
As previously mentioned, Polymyxin B 
has its greatest potency against Pseudomonas 
aeruginosa and some of the Aerobacter 
aerogenes varieties, but its toxicity is too 


great to consider for parenteral use except 
in extreme cases.”* 

In long term therapy of infections, as in 
chronic and recurrent cases, much use can 
be made of the sulfonamides, nitrofurantoin 
or mandelamine since they can be given over 
extended periods of time at reduced dos- 
ages.** Whereas antibiotics given over these 
longer periods could create undesirable prob- 
lems. 


CONCLUSION 


In summary, the identification and suscep- 
tibility of bacteria to drugs are important 
tools in the choice of an antibacterial agent 
but should not supersede the clinical judg- 
ment of the therapist in his selection. 

With the strides being made today in the 
development of new antibiotics, there is hope 
that, among these, will be found agents that 
will successfully combat the present resistant 
strains. Meanwhile, we are aware of the vast 
potentialities at our disposal and must use 
them wisely so we do not further complicate 
an already difficult problem. 
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Experimental Use of the M3A3 Smoke Generator 
as an Insecticidal Fogging Machine 


By 


JosepH HirsH* 


(With three illustrations) 


HE Todd Insecticidal Fog Applicator 
(TIFA) and the Oliver Mist Sprayer 
(Fig. 1) are insect fogging machines 
in use on a number of military reservations. 
These machines convert a solution or suspen- 
sion of an insecticide into a fog or mist. The 
type and density of fog can be varied to meet 
terrain or meteorological conditions by alter- 
ing the size of the particle emitted, ranging 
from 1/2 micron to 200 microns in diameter. 
In these machines the insecticide is first 
atomized mechanically into a spray which is 
then fractionated by the action of a blast of 
high velocity air. The dissipating energy 
further splits these droplets into fog as it 
expands beyond the fog nozzle. The cost of 
these machines is approximately $2,000. 
While they can be readily mounted on a 
jeep or other small vehicle and have a con- 
siderable range in target effectiveness—the 
TIFA because of its 360 degree movable 
ratchet base, and the Oliver, because of its 
rotatable jointed nozzle—both are limited in 
use to areas accessible by roadways. Because 
of their weight and relative difficulty of 
transport they are not well adapted to rough 
or swampy terrain not contiguous to access 
roads. 
Inaccessible swampy areas which may 
serve as insect breeding grounds and are 
therefore in need of DDTing, up to this 


*Lt. Colonel, MSC, USAR, Post Preventive 
Medicine Officer (July 1-30, 1960), U. S. Army 
Hospital (Provisional), Camp Drum, Watertown, 
New York, Branch Medical Director, 1150 ARSU, 
New York, N.Y. Associate Professor, Preventive 
and Environmental Medicine, Albert Einstein Col- 
lege of Medicine, Bronx, N.Y. 

The Commanding Officer of the Provisional Hos- 
pital at Camp Drum was Colonel Louis N. Altshu- 
ler, MC, USA. The author wishes to acknowledge 
with gratitude the warm support by Colonel Alt- 
shuler of the idea and plan in. utilizing the Smoke 
Generator as a mosquito control device. 
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The Oliver Corp. 


Fic. 1. Oliver Mist Sprayer. 


time have been approached only from the 
air. While effective, the aerial spray over a 
large area is a costly method of insect con- 
trol. Moreover vehicles for air spraying, 
such as the H-21, are not always readily 
available. 

During the 19600 training period for Na- 
tional Guard and Reserve troops at Camp 
Drum, Watertown, New York, an experi- 
ment was undertaken to DDT dense, swampy 
and inaccessible areas with the Smoke Gen- 
erator M3A3, a standard item of equipment 
in the Army Chemical Company. The pur- 
pose of the experiment was to determine 
whether this generator could be put to prac- 
tical use as field equipment in mosquito con- 
trol. Moreover in demonstrating its practi- 
cability it was hoped to relieve the constant 
pressure placed upon Post Engineering per- 
sonnel to meet the environmental sanitary 
needs which always are greater than the per- 
sonnel and equipment available. Further, this 
experiment served the purpose of affording 
Reserve Chemical Company personne! traiii- 
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ing in the use of these generators in a pro- 
gram having practical health and budgetary 
advantages on the post. Lastly it was hoped 
that if the experiment proved successful it 
would make possible consideration of the 
assignment of such items of equipment to 
Preventive Medicine Companies as part of 
their T/O and E. The experiment succeeded 
sufficiently to justify the hopes projected 
for it. 

The M3A3 Smoke Generator (Fig. 2) 
uses a pulse jet engine for producing smoke 
screens. The extreme simplicity of engine 
design facilitates maintenance and operation. 

The engine operates on gasoline with an 
octane rating of 76 or higher. Smoke is pro- 
duced by injecting fog oil into the extremely 
hot exhaust gases of the engine. The genera- 
tor normally operates on approximately 40 
gallons of fog oil an hour. It is readily trans- 
portable on trailer, truck or boat. Its weight 
is 137 pounds empty and 156 pounds serv- 
iced and it has an overall length of 40 
inches. 

Two basic problems involved in the use 
of the Smoke Generator for DDT fogging 
were (1) the possibility of explosion when 
the kerosene, which is the vehicle for DDT 
spray, came in contact with the high temper- 
ature of the generator and (2) the possi- 


Army Photo 


Fic. 2. M3A3 Smoke Generator Mounted on 
Jeep Trailer. 


Army Photo 


Fic. 3. Initial DDT fog being delivered from trailer 
mounted M3A3 Smoke Generator. 


bility of rapid breakdown and decomposi- 
tion of DDT on being subjected to the high 
temperatures of the Smoke Generator. Our 
experiment indicated that there is no danger 
of explosion of DDT in kerosene inasmuch 
as the flash points range of kerosene is be- 
tween 100° and 165° F. This approximates 
that of Diesel Oil #2 (with a flash point of 
130° F.) which is very similar to the SGF, 
commonly used in the M3A3. The use of 
Naphtha suspensions of DDT was deemed 
to be far more hazardous in view of the fact 
that its flash point range is 20°-100° F. Our 
experiment proved that the M3A3 does not 
break down or decompose DDT suspensions 
of 5-7 percent. 

The M3A3 proved to be extremely versa- 
tile in setting up a smoke-insecticidal fog. 
Seven percent DDT in kerosene produced 
an excellent heavy white fog capable of ris- 
ing in excess of 100 feet in heavy concen- 
tration depending upon the wind, or remain- 
ing thick and low-lying. A measure of its 
penetration 24 hours after initial application 
and following four hours of intense rainfall 
was manifested by the heavy penetrating 
odor of the solution and the slick film on 
broad leaf vegetation exposed to the fog. 

The use of the M3A3 as an insecticidal 
fogging unit proved to be completely effec- 
tive when employed with due consideration 
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to terrain and meteorologic conditions. Its 
obvious advantages over larger fogging and 
misting equipment are: 

1. Its extreme portability and adaptabil- 
ity to various types of terrain. 

2. Its ability to deliver more and denser 
“smoke” than comparable commercial 
apparatus. 

3. Its relative inexpensiveness ($800.00). 


It appears that the M3A3 may be im- 


proved as an insecticidal fogging machine by 
the development of a blower system and ro- 
tatable nozzle which would make possible the 
delivery of concentrated DDT laden fogs to 
particular localized targets. 

In view of the success of this experiment, 
the M3A3 Smoke Generators should be con- 
sidered for assignment to Engineering and 
Preventive Medicine personnel to augment 
or replace heavier items of fogging equip- 
ment. 
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Distraction Analgesia Using the 
“Stereogesic Portable” 


By 


SCHERMER, D.D.S. 


(With two illustrations) 


the use of music in the practice of 

dentistry and surgery. If “music 
hath charms to soothe the savage beast” it 
also has the power to soothe the minds of 
all subjected to its influence. Soft, melodious 
tones repeated over and over again in lullaby 
fashion have been employed for many cen- 
turies by so-called “charmers” of animals 
and reptiles. The more monotonous the mu- 
sic, the more effective it will be, provided it 
is melodious and not discordant or harsh. It 
is low, soft, simple melody, composed of a 
few notes and repeated over and over again." 


eee have demonstrated 


History 


Franz Anton Mesmer went to Paris 
where he erected the Temple of God of 
Health which was thronged with people who 
were afflicted. In creating the proper envi- 
ronment for the Temple, throughout the en- 
tire Temple a low harmonious melody of 
aeolian harps was heard from a distant 
chamber.” 

“There’s a doctor who practises in East 
Ham Hospital, and he’ll always show it to 
you. What he does is this: he gets a tape re- 
corder and asks his patients what type of 
music they like. If a patient says; ‘I like 
Palm Court’ he takes a recording of Palm 
Court music. He gives the patient earphones 
and plays the music to him loudly while he 
is operating. I saw him do a hernia, open up 
a knee, open several fingers, and do a couple 
of varicose veins. Sometimes he had to give 
more anaesthetic, but not always. And when- 
ever he turned off the music in the middle of 
the operation the patients started to wriggle 
and move and obviously dislike what was 
going on. So undoubtedly the music was 
having an anaesthetic effect. 

Now, the significance of this procedure 


seems to be: if you do something to a pa- 
tient which is sufficiently distracting, then 
he hasn’t, apparently, enough neurones left 
over to appreciate pain as he would do nor- 
mally. 

There are many examples of this. A man 
scores a try in a Rugby match in the heat of 
the moment and doesn’t notice until after- 
wards that he has broken a collar-bone. Many 
soldiers have been seriously wounded during 
a battle—had a hand blown off or something 
like that—but have done nothing about it 
until the heat of the moment has passed. I 
remember seeing a medical orderly injecting 
mercury into a patient’s backsides. He did it 
in a strange way, and I only appreciated it 
later. He would slap the patient’s right but- 
tock. As he slapped he would stick the needle 
into the left buttock. He was distracted at 
the moment of impact. 

I have also seen nurses at Guy’s give pa- 
tients ordinary injections. They would call 
over another nurse before giving it. One of 
them would slap the patient on the thigh and, 
at the same time, the other would stick in the 
needle higher up. You’ve also probably 
heard about dentists on a fair-ground in the 
old days. They’d take out a tooth while 
somebody banged a big drum. We used to 
think it was to drown the cries of the pa- 
tierts, but perhaps the banging of the drum 
distracted the patients and so produced less 
pain.’’* 

It is accepted truism that anticipation is 
greater than realization and the proverb “a 
coward dies a thousand deaths” demon- 
strates the action of mind to reality. Sur- 
geons and dentists alike, continually pre- 
scribe sedation prior to surgery to allay an- 
ticipation and mental anxiety prior to dental 
procedures. 

Conditioning patients for surgery and un- 
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pleasant procedures is as old as history. 
From a chapter of Genesis in the Bible, it is 
told that Adam had his rib removed during 
sleep.* The cycle of suggestion has again re- 
turned to the present day practise where 
suggestion is used in the preparation of the 
patient for surgical procedures as well as 
dental operations. It is a known fact that 
patients who are properly conditioned are 
better controlled patients requiring less an- 
esthesia and having a minimum of postoper- 
ative bleeding, pain, and discomfort. 

Among the many reasons for dental fears 
and phobias are the noises and pain of the 
drill, insertion of the needle, the feeling of 
bone cracking, sight of blood, fear of after- 
pain and complications, fear of being uncon- 
scious during general anesthesia, and a very 
important fear induced by hearsay. Dr. Ed- 
mund Jacobs, in his experiments with relax- 
ation, concluded that it is a psychological 
fact that fear cannot be experienced when 
muscles are completely relaxed. It has also 
been found that the threshold of pain is 
raised proportionately as the muscles are 
relaxed.* 

Kilpatrick® states music is another com- 
fort aid to patients. Stereophonic music 
played through appropriate speakers or 
stereophonic earphones is being used. 

Gardner® reports success in using an au- 
dio system through earphones and stereo- 
phonic tapes with a background noise. He 
also states a control box in a patient’s lap 
brings quiet confidence; instead of feeling 
victimized by the dental procedure, he feels 
some measure of control through the two 
buttons at his fingertips. Thus the effects of 
music and the control box allay the uncon- 
scious anticipation of pain.’ 

King*, using audio hypnosis as a pain 
killer, uses sweet music heard through ear- 
phones until a crucial moment when drilling 
begins; the sound of falling rain is piped 
in and down out the sound of the drill. 


VictortA FALLS AND Dr. LIVINGSTONE 


“A curious sort of mesmerism is created 
by so much roaring, tumbling water. If you 
stare at it long enough you have the feeling 


that you are being gently lifted from the 
earth. You float in a solitary detachment, 
and it is not unpleasant. Nothing seems to be 
of much importance, except that this pattern 
should go on constantly repeating itself that 
these millions of tons of water should keep 
on arriving poising for a moment as they in- 
evitably spill over the brink, and then vanish 
into the depths below. One can understand 
the morbid attraction waterfalls have for 
people about to commit suicide—and such 
tragedies do occur here from time to time. 


These people avoid the prospect of a horri- . 


ble death among the crocodiles upstream; 
they want to fall with the water. Often it 
has a soothing effect, making them behave 
right up to the end in the most matter of fact 
way. Quite recently, I was told, a woman 
came up to a man who was standing on the 
brink and said to him casually. ‘Would you 
mind holding my handbag for a minute?’ 
He took the bag and then she jumped.’”® 

Cook” defines the difference between 
white noise’? and white sound’ which he 
says may be used effectively for analgesia. 
He uses these in conjunction with a strong 
rhythmic element in the music on 33% 
R.P.M. stereo records. One groove on the 
record is for sound, noise, or water; the 
other groove for music. He states the subject 
should clearly understand one point; the 
purpose of this is to help him maintain a 
state of relaxation and constantly keep in 
mind the idea of “going limp” and staying 
that way. The volume control knob is his de- 
fense against acquiring tension in the face 
of discomfort. 

The “Stereogesic Portable’ is a gradual 
development through fourteen years of re- 
search covering over four thousand clinical 
cases aimed at bringing comfort and relaxa- 
tion to dental patients by means of music. 
In 1946, a method of using earphones con- 
nected to a specially designed pushbutton 
radio was devised.’* Patients wearing ear- 
phones were able to tune in any program or 
station by self-controlled push button."* One 
button was for static noise to be used for 
distraction in case of pain. This was a novel 
idea to divert the attention of the patient 
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from grinding or drilling precedures.%* The 
noise was received on a standard pushbutton 
radio on which the tuning dial is turned to 
any position other than a transmitting sta- 
tion’s frequency. The volume control is then 
increased to maximum. The resultant ac- 
coustical noise produced by the loud speaker 
is a composite of thermal agitation noise, 
man-made interference, cosmic noise, and 
possible precipitation static. Its aural quali- 
ties are determined largely by the band 
width and other characteristics of the asso- 
ciated audio reproducing equipment. The 
next progressive step was to use piped in 
commercial music connected to the head- 
phones. Later, high fidelity records and 
high fidelity tapes were used. The specially 
prepared music was relaxing to the dental 
patients. At present, the ultimate in stereo- 
phonic analgesic sound equipment—the 
“Stereogesic Portable” is being used. 


EQUIPMENT 


The equipment consists primarily of a 
specially designed stereophonic tape player. 
This playback machine can be placed in any 
room in the dental office . . . in the labora- 
tory, in the dentist’s business office, or any 
other place; it does not have to be in the 
operatory. The music used is especially se- 
lected for the purpose and is recorded on 
continuous-playing, endless-loop tapes in an 


Fic. 1: Portable stereophonic playback machine; 
stereophonic headphones for patient; Music Control 
for patients to hold; monitoring earphone for den- 
tist ; music tapes in cartridges. 


Fic. 2. Taking blood pressure on a patient five min- 
utes after placing stereophonic headphones. 


easy-to-handle, tamper-proof cartridge. The 
tapes play for approximately a half hour at 
the end of which time they will repeat in- 
definitely if desired; or the machine is 
stopped and a different tape instantly in- 
serted. Well-padded, comfortable, stereo- 
phonic earphones are provided for the pa- 
tients. They are connected to the tape player 
by a cord on which is fastened a patient- 
control box. The control box can be held in 
the patient’s hand, clamped to the chair arm 
or hung on the side of the dental unit when 
not in use. Also, coming from the control 
box is a cord with an earphone for the den- 
tist’s use in monitoring the patient’s reac- 
tions. At the same time, one ear is left free 
for communication with his assistant, the 
patient, or the telephone. An auxiliary 
speaker may be used for the waiting room 
if desired. This auxiliary speaker, of course, 
can be put on the wall or any other place. 


OPERATION 


In operation, the doctor first selects the 
tape which he wishes the patient to hear— 
classical, semi-classical, or popular. The 
character of the general tapes should con- 
tain: (1) music of one variety, (2) one 
orchestra or combo, (3) no changes in vol- 
ume of the recording, (4) no vocals, (5) 
familiar music, and (6) music that is har- 
monious, rhythmic, and soothing. The tape 
is inserted into the playback machine and 
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the patient seated in the chair with the ster- 
eophonic headset in ‘ace. The doctor places 
his private earphone in position before start- 
ing operation and the assistant turns the tape 
player on. Five outlets are built into the tape 
player so that several different operatories 
could be connected up, if desired. Obviously, 
if there is only one playback machine and 
several outlets being used (headphones or 
speakers) all will have to listen to the same 
music tapes. However, the analgesic sound 
plays only through the patient control unit 
and therefore is not heard through the 
speaker, since the speaker is connected di- 
rectly to the playback unit. 

On the control box which the patient 
holds are two buttons—a round white one 
and a flat black one. The black button con- 
trols the volume of the music from zero to 
the maximum volume which would be neces- 
sary. The music has been specially recorded 
with the elimination of some of the higher 
frequencies which, while they are desirable 
for home use in a large room, would be ob- 
jectionable in the enclosed area of the head 
set. The volume range has been compressed 
to assure pleasant freedom from extra loud 
or quiet passages and the tape life of many 
thousands of plays affords the most satis- 
factory and economical music for the dental 
office. 

The white control button introduces an 
electronic “masking” or analgesic sound, 
which has been variously described as the 
sound of falling rain, a water fall, or rush- 
ing air. This sound also is regulated from 
zero to a maximum optimum effect. 

The earphones serve the dual purpose of 
shutting out undesirable sounds and intro- 
ducing pleasant, relaxing ones. Most pa- 
tients will turn the music on to a point which 
sounds best to the individual. The dentist, 
either through his private earphone or 
speaker, is able at all times to tell the degree 
to which the music or the analgesic sound 
volume is turned up. As the patient feels 
pain or becomes uncomfortable during the 
operation, the analgesic sound can be accen- 
tuated through means of the white control, 
even to a point where it overrides the sound 


of the music. The analgesic sound is pro- 
duced on tape and is of such a nature that 
it will have the effect of greatly reducing 
(if not concelling out entirely) the con- 
sciousness of pain. The patient is instructed 
to turn up the analgesic sound as loud as 
he can tolerate it when he has pain. As 
soon as the pain subsides, he may turn it 
down or off altogether. The louder the toler- 
ation it seems the greater the analgesic ef- 
fect. It has been found that in many cases, 
the music alone is sufficient to relax the pa- 
tient and distract the mind from the dental 
operation. Also, the earphones keep out all 
outside office noises such as miscellaneous 
conversation, the click of instruments and the 
sound of high-speed handpieces. 


CLINICAL BENEFITS 


Bringing music to patients this modern 
and personal way means a relaxed and co- 
operative patient. It provides a psychological 
distraction from operative work and takes 
the ordeal out of the dental visit. A more 
cooperative patient generally facilitates the 
doctor’s work. The equipment is tremen- 
dously helpful when working with children, 
resulting in a general speed-up of operative 
procedures. In addition, it greatly reduces 
the use of sedatives, tranquilizers, and anal- 
gesic or hypnotic drugs. 

Although the majority of patients will be 
receptive to Stereogesic sound, there might 
be some who do not want it. Even those who 
are at first less receptive to the idea will, 
after continuous use over several visits en- 
joy the benefits of Stereogesic sound. The 
dentist will find that continuous usage will 
increase his proficiency in obtaining maxi- 
mum results and develop his confidence in 
its beneficial effect on patients. Patients, 
having tried the equipment on previous vis- 
its, will come in asking for it again, and 
will tell other patients about it, making it an 
ideal practice builder and truly a piece of 
prestige equipment in any dental office. 

If you inflict pain on a person he will get 
an increase of pulse rate and a fall in blood 
pressure. Now what happens if you use dis- 
traction analgesia by stereophonic music and 
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Distraction Analgesia Using “Stereogesic Portable” 


analgesia sound, when you tell a patient he 
will not feel pain and then take out a tooth? 
The large majority of patients do not get an 
increased pulse rate nor a fall of blood pres- 
sure. This is very important, because it 
means you are not producing only analgesia 
but true anesthesia or blocking out the aware- 
ness of pain—that the pain threshold is in 
fact raised. In most cases where patients 
prefer anesthesia, either local or general, 
they can get by with half the usual amount 
of anesthesia when using the “Stereogesic 
Portable.” 

How does distraction analgesia prevent 
pain through the auditory experience? I be- 
lieve it is by the process of adaptation. Ad- 
aptation depends upon a constant, motion- 
less application of the stimulus. Any rapid 
change of stimulus will interfere with the 
process of adaptation. It is possible to apply 
a weak stimulus and increase the intensity of 
it so gradually that adaptation sets in and 
continues from the onset of stimulation. In 
this manner the stimulus may become very 
intense without arousing any sensation what- 
soever, the sense organ adapting as fast as 
the change takes place. Adaptation of pres- 
sure sensations is an important factor in 
everyday life. People do not sense the pres- 
sure of their clothing or that of rings on 
fingers, or that exerted on the nose and ears 
by spectacles.. When eyeglasses are first 
worn, they arouse a number of often un- 
pleasant touch qualities which soon disap- 
pear with adaptation. 

Pain qualities also undergo adaptation 
provided the stimulus remains constant. For 
example the pain that is aroused from the 
prick of a needle adapts gradually into quali- 
ties of pressure and eventually to indiffer- 
ence.*® 

On 1200 patients who had always required 
local anesthetic or gas analgesia for tooth 
grinding, cavity preparation, and scaling of 
teeth, the “Stereogesic” produced effective 
distraction analgesia in 76% of the patients. 
Extractions were done on 115 children and 
on 200 adults with the aid of only a topical 
anesthetic and the “Stereogesic”. The blood 
pressure in 87% of the patients returned to a 
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lower level after the headphones were placed 
for five minutes prior to the operative pro- 
cedures. 


CONCLUSIONS 


An important point is that distraction 
analgesia produced by music and sound in 
dentistry has been used and misused for 
many years. Its advantages as a pain re- 
liever are generally acknowledged, and still 
we find dentists arguing pro and con as to 
its value in the dental office. The arguments 
boil down to a few facts: 


(1) Distraction-analgesia will not com- 
pletely eliminate pain in all cases. 
Distration-analgesia_ will definitely 
relax and quiet a patient sufficiently 
to make most dental procedures ac- 
ceptable to him. 

Patients who benefit from Distrac- 
tion-analgesia leave the dental office in 
a happy frame of mind, keep their ap- 
pointments more regularly, and are 
the best boosters the dentist has. 
The dentist will become as enthusi- 
astic as the patients after he has ex- 
perienced the use of the “Stereo- 
gesic”’. 

Other advantages of the “Stereogesic” are: 
You now have a patient who does not talk, 
and whose muscles are so relaxed that you 
can actually work on the teeth without fight- 
ing a quivering tongue, cheek, and lip. It is 
usually a rather pleasant experience for the 
patient, particularly those who may be “nee- 
dle-shy”. A few suggested uses for the 
“Stereogesic” are as follows: 


(1) 
(2) 


(3) 
(4) 
(5) 
(6) 
(7) 


(2) 


(3) 


(4) 


All dental cavities 

Incision of alveolar and pyorrhetic 
abscesses 

Scaling of hypersensitive teeth 

To eliminate gagging 

Removal of pyorrhetic teeth 
Removal of deciduous teeth 

In combination with local anesthesia 
for prolonged operative and surgical 
procedures such as insertion of dental 
implants. 


During our daily life we are constantly 
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exposed to the influence of suggestions. It 
is in this way that we can best handle the child 
as well as the adult, and perform dental 
work otherwise impossible. The dentist 
should never try to perform dental work 
when nervous tension is present, either in 
the patient or himself. Both must have the 
proper psychic stability for success.’® Anal- 
gesia is an effective way of controlling dis- 
comfort and pain in almost all operative pro- 
cedures used in dentistry.** 
510-511 Euclid Arcade 
Cleveland 15, Ohio 
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The safety of the Stereogesic to human hearing 
has been tested by the Speech and Hearing Center of 
Western Reserve University in Cleveland, Ohio, and 
will be reported in a forthcoming article in Dental 
Survey written by Dr. Howard E. Kessler. 

On pages 1088-1093 of August 1960 issue of 
Dental Survey, Dr. Edward Podolsky, M.D., of 
Brooklyn, N.Y., reports on “Some Early Experi- 
ments with Music as a Dental Anesthetic.” 
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EDITORIALS 


Our Recent Annual Meeting 


E ARE happy to report that our 

\\ recent Annual Meeting held at the 

Mayflower Hotel in Washington 
was well attended and that the papers pre- 
sented were well received. Needless to say, 
the many social activities were also well at- 
tended. 

On the convention floor we saw the uni- 
forms of many nations and heard many 
foreign languages. English was the language 
used in presenting all the papers. Those in- 
ternational delegates present understood our 
English. It is a great credit to them that they 
have conquered another language. We 
Americans shorld do likewise. With rapid 
flights in jet planes which can bring us to 
foreign lands in a very short time, the need 
for the knowledge of more than one language 
is readily apparent. Maybe some day nations 
will agree on one language which all will 
learn in addition to the native tongue. When 
we think of traveling from India to the 
United States in the matter of a compara- 
tively few hours, as did a physician from 
India, we more fully realize how small this 
world is getting, travel-wise. 

The President of our Association, Rear 
Admiral Richard A. Kern, was a ubiquitous 
officer at the convention events. His brilliant 
performance as Master of Ceremonies at 
the Honors Night Dinner will be remem- 
bered forever by those who had the good 
fortune to be among the 540 persons who 
attended. 

Well, we shall soon start another year. 
Our officers for 1961 as elected at the busi- 
ness meeting on October 31 are: 


President: Dr. Leroy E. Burney, The 
Surgeon General of the U. S. Public Health 
Service. 

First Vice-President: Major General 
James P. Cooney, U. S. Army, Retired, now 


- Vice-President for Medical Affairs, Ameri- 


can Cancer Society, New York. 

Second Vice-President: Rear Admiral 
Calvin B. Galloway, Medical Corps, U. S. 
Navy, Assistant Chief of Bureau for Re- 
search and Military Medical Specialties, 
Bureau of Medicine and Surgery, Wash- 
ington. 

Third Vice-President: Colonel Robert C. 
Kimberly, Medical Corps, Maryland Na- 
tional Guard, and a member of the Surgical 
Staff, Johns Hopkins Hospital, Baltimore. 

Fourth Vice-President: Dr. William S. 
Middleton, Chief Medical Director, Veterans 
Administration, Washington. 

Fifth Vice-President: Major General M. 
Samuel White, U. S. Air Force Medical 
Corps, and Surgeon, Air Training Com- 
mand, Randolph Air Force Base, Texas. 

Sixth Vice-President: Brigadier General 
Frank A. Wilson, Medical Corps, U. S. 
Army Reserve, and Executive Vice-Presi- 
dent, Joint Blood Council, Washington. 

Secretary: Colonel Robert E. Bitner, U.S. 
Army, Retired. 

As to the papers presented at the meeting 
we will publish them during 1961 in our 
journal, Micirary MEDICINE. 

Now if you were not one of the fortunate 
persons among the over 2,000 who attended 
the 67th Annual Meeting put these dates 
down for next year’s meeting—November 
6, 7, and 8 (1961). Reserve these days now 
for your Association’s 68th meeting. 
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Let Us Serve 


This month in many lands the birthday of 
a great teacher and a healer of physical and 
mental disease will be celebrated. 

From his teachings we can learn much for 
our conduct toward our fellow man. But un- 
less we also practice what He taught all that 
teaching helps us little as an individual. 

Is it not time that nations think on some 
of these things? Smiling dictators whose 
mood changes in seconds because of a very 
thin and imperfect veneer of respect for 
their fellow man cannot be expected to 
change their ways. Such individuals cannot 
be trusted. They have no intention to be of 
service to others. Their ways are firmly 
cemented together. 

In contrast to such dictators there are 
many persons in this world that are earnestly 
desirous of following the teachings of that 
great Teacher. Many of these persons are 
found in the world of medicine. In that 
world our fellow man is met because of a 
great need, either physical or mental. His 
social position, his wealth, or his poverty are 
not to be considered. His need for help is 
paramount. When we meet this need we are 
following the t. .chings of that great Teacher 
and Physician. 

Let us do all this humbly. Then we can 
have joyous hearts and say, “MERRY 
CHRISTMAS” and mean it. 


Letter to the Editor 


To THE Epiror: 


Reference is made to page 628 of Mix1- 
TARY MEDICINE, September 1960 (“What 
Price Hospitalization?” by Lt. Col. T. E. 
Baker): “The Air Force (cost) is, under- 
standably, low since its ‘long-term’ cases are 
generally cared for in the Army’s specialized 
facilities.” The author’s definition of a long- 
term case is unknown. However, in 1958 
only 10 percent of all hospitalized Air Force 
cases were for conditions with an average 
stay of 30 days or more. Of all such 30-day 
plus cases, the majority (79 percent) were 
treated at Air Force hospitals. Furthermore, 
in the same year, less than one percent 
(.96% ) of all hospitalized Air Force cases 
were for conditions with an average stay of 
90 days or more. Of all such 90-day plus 
cases, the majority (57%) were treated at 
Air Force hospitals. These figures do not 
agree with Colonel Baker’s statement even if 
all discharges of our patients from Navy, 
USPHS, VA, and Army hospitals are com- 
bined. 

Sincerely, 


R. T. Jenkins, 

Brig. Gen., USAF, MC, 
Director, Dir./Plans and 
Hospitalization, Office 
Surgeon General, U.S.A.F. 
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SUSTAINING MEMBERS 


It is a privilege to list the firms who have joined The Association of Military Surgeons 
as Sustaining Members. We gratefully acknowledge their support. 
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AMERICAN STERILIZER COMPANY 


AMES COMPANY, INC. 
ASTRA PHARMACEUTICAL PRODUCTS, INC. 


AYERST LABORATORIES 

BAXTER LABORATORIES, INC. 

BECTON, DICKINSON AND COMPANY 
BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
CIBA PHARMACEUTICAL PRODUCTS, INC. 
COOK-WAITE LABORATORIES, INC. 

CUTTER LABORATORIES 

EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL CO. 
GENERAL ELECTRIC COMPANY 
HOFFMANN-LA ROCHE, INC. 

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID CO. 
LILLY, ELI, AND COMPANY 
MALLINCKRODT CHEMICAL WORKS 
McNEIL LABORATORIES, INC. 

MEAD JOHNSON & COMPANY 

MERCK SHARP & DOHME 

ORTHOPEDIC EQUIPMENT COMPANY 
PARKE, DAVIS & COMPANY 

PFIZER, CHAS. & CO., INC. 

PICKER X-RAY CORPORATION 

RITTER COMPANY, INC. 

ROBINS, A. H., COMPANY, INC. 

SCHERER, R. P., CORPORATION 

SCHERING CORPORATION 

SEARLE, G. D., & CO. 

SMITH KLINE & FRENCH LABORATORIES 
SQUIBB, E. R. & SONS, DIVISION OF OLIN MATHIESON CHEMICAL CORP. 
STEPHENSON CORPORATION 

UPJOHN COMPANY, THE 
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Around the World 


(Ser. III, No. 26) 


By 


CLaupius F. Mayer, M.D. 


; a Somogy and other Transdanu- 
bian counties of Hungary used to be 
infamous for the declining birth-rate 

of the peasants who, for economic reasons 

and in an effort to keep their property un- 
divided for a single heir, invented their own 
system of birth control, the “one-child sys- 
tem” or egyke (in Hungarian). While such 
a system was sure to lead to extinction, a 
much more accelerated rate of the national 
suicide resulted from the communist laws 
which permit the abortions without any 
restriction. Now, the number of abortions is 
alarmingly rising so that the National Coun- 
cil of Hungarian Women thought it neces- 
sary to organize a Special Committee for the 
education of women in the prevention of 
conception and for the distribution of the 
means. Physicians and nurses of the indus- 
trial plants and of the health districts also 
help in this “education” of the young 

Hungarian womenhood. 

The tremendous damage which the com- 
munist system brought about in the Hun- 
garian nation is best shown by the demo- 
graphical figures which were officially issued 
a few months ago. These figures let us be 
almost convinced that we are facing here a 
deliberately planned genocide in the sense of 
the 1951 Geneva Convention. In 1927, when 
the population of Hungary was less by almost 
a million and a half, the natural growth of 
the population was 67,873; during the next 
year, it was 78,197. Now, in 1959, when the 
population is numerically larger by a million 
and a half than it was in 1927 and 1928, the 
natural increase was only 47,295. The effect 
of the abortion laws is still more obvious 
when we look at the natural increase during 
the past 4-5 years: in 1955 it was 112,582, in 
1956 it was 88,574, in 1957 only 63,577, in 
1958 already 60,562, and in 1959 a still 
heavier decline to 47,295. In the countries 
around Hungary, the natural increase of the 
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population is comparatively much _ higher. 
Some believe that the systematic weakening 
of this non-Slavic nation in the midst of a 
ring of Slavic people is a long-range political 
goal of Moskva. 

This year (1966) the Hungarian Public 
Health Service celebrated its fifteen years of 
existence “after the liberation.” Numerous 
essays were prepared which compared the 
health services to the people during the 
capitalistic era and during the “socialistic” 
regime. From these essays we learn that 
great efforts have been made to take away 
from the Hungarian doctors the whole ad- 
ministrative management of prevention and 
treatment. The nationalization of the peo- 
ple’s health was, however, not a cure-all for 
all the “mistakes” of the past. Now, the 
whole Hungary is criss-crossed by the net- 
works of the various medical services which 
are under State control. There is a network 
of district physicians, another for specialty 


dispensaries, aiu'her for hospitals and sana- 
toria, anoth:r for industrial dispensaries, 
one for tuberculosis, one against venereal 


and skin diseases, another for oncology and 
tumors, anoiher for trachoma, for neuropsy- 
chiatry, for sports medicine, and so on. It is 
claimed by the state that its services are quali- 
tatively and quantitatively better than in the 
previous years. Of course, during and after 
the Second World War, times were so bad, 
occasionally, that the patients had to enter the 
hospitals under the assumption that the bed- 
ding and other such necessities would be 


provided by themselves for their own use. 


There even was a period when dying pa- 
tients were requested to return to their 
homes so that the hospital statistics would 
not show any alarming rate of mortality. 
The number of physicians is now 15,200, 
which is too large for such a small country 
as Hungary. Though in this way the hospi- 
tals may have larger medical staffs, there 
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also is a great increase in the cost of hospi- 
talization. Thus, for instance, in the Janos 
Hospital at Budapest, the annual expenses 
per hospital bed were 20,000 forints in 1954 
(about $2000), while in 1960 the same hos- 
pital bed costs 36,430 forints (about $3500). 
The number of medical students is growing, 
nevertheless ; in 1959, it was 5589. The num- 
ber of the hospital auxiliary personnel was 
18,780 in the same year. 

In 1953, the BCG vaccination of the new- 
born was made obligatory. The same obliga- 
tion was extended in 1958 to all persons be- 
low 20 years of age. Extensive screening 
examinations are made with x-ray, yet 
among the tuberculotics who are admitted to 
the various sanatoria more than 75% re- 
mained undetected by this screening. Those 
tuberculotics who are covered by social in- 
surance have a completely free treatment in 
the hospitals, and they are entitled to receive 
sick pay for a period of two years. Today, 
the number of tuberculotics in Hungary is 
150,000, which is about 1.5% of the total 
population. 

The fight against VD was much more suc- 
cessful, In 1947, the number of the fresh 
syphilis cases, right after the Russian “liber- 
ation,” was 15,061, and this number was re- 
duced to 6 (say six!) in 1959. The dis- 
appearance of the chronic latent and of the 
complicated syphilitic cases is also striking, 
as everywhere else in the world. Further- 
more, the number of connatal syphilitic cases 
also became a rarity. I wonder how long it 
will be so, since the obligatory prenuptial 
medical examinations have been discarded 
for some time. Perhaps the Hungarian 
Women’s Council which sent a delegation to 
the Health Ministry with a request to re- 
introduce the prenuptial examinations will 
succeed in these efforts. 

Among the infectious diseases in Hungary 
the most prevalent were, in 1959 and 1960, 
influenza, measles, scarlet fever, and epi- 
demic hepatitis. This year, dysentery cases 
have also increased. In ratios per 10,000 
people, the chief causes of death in Hungary 
are heart diseases (20.6), cancer (16.1) 
cerebral hemorrhage (12.1), pneumonia 


(6.1), tuberculosis (3.1), intestinal inflam- 
mations (1.2) and other infections (1.2). As 
is well known, in 1941 a serious poliomyelitis 
epidemic struck Hungary, and at that time - 
only 5% of the sick had proper medical 
treatment. Efforts for the treatment of para- 
lytic polio developed about 1956. Now, there 
is a Poliomyelitis hospital with 200 beds at the 
Rose Hill. In 1957, 2400 polio cases oc- 
curred and 1605 of them were treated in this 
hospital. Vaccination against polio is now 
obligatory for everyone below 18 years of 
age (Denmark is the only other country with 
obligatory polio immunization). 

In spite of all these achievements of the 
communistic regime, however, the rigid sta- 
tistica’ figures show that the Hungarian na- 
tion is condemned to extinction under com- 
munism. The national natural increase, as 
mentioned above, is steadily decreasing year 
after year because, while the mortality rate 
remains around 10 per 1000, the number of 
live births was reduced from a high 23 per 
1000 in 1955 to 15.2 per 1000 in 1959. A 
hundred and some years ago Ignatius Philip 
Semmelweis liberated the Hungarian women 
from the plague of puerperal fever. Who 
shall not free them from the evil of abor- 
tion? 

Paprika still remains the most famous 
product of Szeged in Hungary. It is in this 
city that years ago, when he was teaching 
biochemistry at the local university, Szent- 
gyOrgyi discovered vitamin C in the fresh 
paprika. Many of the processors of the pa- 
prika products, however, often suffered from 
toxicomycosis due to the inhalation of cer- 
tain moulds of the paprika and to breathing 
the dust of hot pepper. Mostly women and 
young girls were the sufferers. Automation 
came to the paprika of Szeged, however and 
the “Szeged illness,’ as the disease was 
locally known, is now gone “with the ex- 
haust wind.” 

The Max Plank Institute for Physiology 
of Work, which started last fall in Berlin, 
was transferred to Dortmund, into the richly 
industrialized Ruhr Valley. It has a large 
staff who carry on the research activities in 
several departments and laboratories; there 
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is a special laboratory for each special aspect 
of industrial physiology and psychology. For 
instance, a laboratory for the study of in- 
dustrial noise, another for the study of the 
heat regulation at work in a hot environ- 
ment. Each laboratory has a head, a phy- 
sician, a psychologist, or an engineer, and 
technical aids. Every attempt is being made 
for the coordination of the research work of 
the new institute with the practice of German 
industry. 

An International Fair was held at Brno, 
Czechoslovakia, at which various interesting 
scientific instruments were exhibited by many 
European countries. From Czechoslovakia, 
the small table model of an electron micro- 
scope held the medical interest. The general 
impression of the visitors was that now all 
countries are eager to advance their indus- 
try of precision instruments, and they are 
gradually preparing for the automation of 
industrial production. Many instruments 
were seen from every country for the de- 
tection and quantitative measurement of 
radiation by radioactive substances. This is 
a natural development, due to the wider use 
of radioactive isotopes in the most diverse 
fields of science and technic. Russia ex- 
hibited a universal galvanometer (T 3-1919) 
for the measurement of the contamination of 
hands and clothes by alpha and beta rays, and 
a roentgenometer (RM-1-M) for measure- 
ment of roentgen therapeutic dosage and of 
gamma radiation. The metrologists are using 
more and more the oscillographic technic. 
The Viennese L. Seibold firm offered various 
new types of instruments to measure the 
pH. 

The Third International Medical Elec- 
tronics Conference was held last July at 
Olympia, London. It was organized by a sec- 
tion of the Institute of Electrical Engineers 
and by the International Federation for 
Medical Electronics. The topics were such 
as instrumentation in medicine and biology, 
medical electronics in space flight, isotopes 
and radiology, use of pills containing minia- 
ture radio transmitters, implanted cardiac 
pacemakers, ballisto-cardiography in the 
U.S.S.R., phonocardiography, electronic aids 


for blind and deaf, automatic control of 
artificial limbs, continuous monitoring of 
fetal heart. 

Meanwhile, with all the modern instru- 
ments and devices produced by factories, a 
mother’s love is still all important. Recently 
a boy was taken to a Hampstead (England) 
hospital by his mother. The boy had a hernia 
of the meninges (a meningocele), a con- 
genital condition which is usually not treated 
by surgery for a few months, but it is treated 
with a protective daily dressing and the use 
of a dome-shaped fitting semi-rigid cap. The 
mother found it difficult to hold the conven- 
tional cap in place so she took an ordinary 
kitchen sieve which was not only lighter than 
the cap but also more permeable to air. She 
found this excellent. Perhaps the long handle 
should be removed first ! 

The Princess Astrid Institute of Tropical 
Medicine at Leopoldville, in the former Bel- 
gian Congo, will also now share the ill-fate 
of this African newborn area of independ- 
ence. Formerly, this institute had been very 
active, and its researches included all fields 
of bacteriology as well as several geopatho- 
logical problems. In a series of studies, the 
staff of the institute was successful, for in- 
stance, in the isolation of a number of new 
Salmonella strains (such as the S. galiema, 
gwaai, etc.). Recently, the staff isolated a 
Type II polio virus, the first time from the 
stool of a Congo infant who was paralyzed 
in both legs. Serological studies of the rural 
areas of the High Congo showed that anti- 
bodies against all three polio viruses are 
present in the blood of the Congolese from 
the 7th year of life on. In reference to 
atherosclerosis, the Institute found that 
slight forms of the disease appear quite early 
in Congo Negroes, much earlier than in 
white people, yet serious forms of athero- 
sclerosis with necrosis and calcification and 
obstruction, are relatively infrequent. 

“Hakuri” is the white diarrhea in Japa- 
nese. The disease is known throughout 
Japan, Korea, Taiwan and in Peiping. 
Formerly, it went under the term of “pseu- 
docholera infantum.” It is a seasonal, in- 
fantile diarrhea characterized by milky 
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white stools, vomiting, and mild respiratory 
symptoms. After a week’s sickness, it ends 
in complete recovery. It is seen strictly in the 
winter months, and it attacks only infants, 
either sporadically or in epidemics. The 
cause of the disease is not known. Recently, 
members of the Pediatric Department of the 
Nagoya University School of Medicine de- 
tected cytoplasmic inclusions (particles and 
globular bodies) in several organs, in the 
liver, the mesenteric lymph nodes, spleen, 
lung, etc. This makes it probable that Hakuri 
is a virus disease. 

At a recent visit to Japan, a Canadian phy- 
sician (Lt. Col. W. E. Kunstler) became in- 
terested in the rehabilitation of Hiroshima. 
He studied various contemporary reports, 
and the results of later surveys, and he came 
to the conclusion that many mistakes were 
made in Hiroshima during the so-called “re- 
habilitation” phase of Civil Defense. Some 
of the mistakes are: (1) While Hiroshima 
had excellent hospital facilities with excellent 
medical staffs, and while many of the doc- 
tors survived the bombing, their efforts were 
mostly wasted due to Jack of triage, the sort- 
ing of casualties into priority classes. The 
doctors spent much time on patients who 
were obviously dying, and neglected some 
who could have been saved in time. The 
basic principle should be that all the man- 
power, time, and equipment facilities should 
be spent on patients who will possibly sur- 
vive. The medical officer who does the sort- 
ing should be the most excellently trained 
physician; (2) It was found that an infor- 
mation center would be extremely important 
in such disasters. In lack of such a facility, 
previously evacuated inhabitants of the town 
filtered back to the bombed area, and began 
to search for their relatives in the ruins, 
thereby exposing themselves to radiation; 
(3) Immediate reconstruction of housing is 
not essential, but hospital facilities and in- 
firmaries should be first provided on a large 
scale; (4) The civilian bombed victims 
should be considered as “war veterans” at 
the time when they are seeking employment. 
During the past few. years, many of the 
Hiroshima victims could not secure jobs, be- 


cause they were looked upon with as much 
fear as if they had infectious tuberculosis. 
At present, a campaign is under way in 


Japan to wipe out any record of people who - 


were victims of atomic bombing in order not 
to handicap their future. 

The other day I had a chance to observe 
the sequelae of a tropical ulcer of the leg 
which someone acquired in Burma more 
than 16 years ago during the jungle warfare. 
The patient’s leg was covered with brown- 
ish-black discolored skin from the knees 
down to the ankles, with signs of grafting 
operations and former ulcerations. Under 
his stocking, a round callous indolent ulcer 
was hidden beneath a piece of toilet paper 
used for dressing. Tropical ulcer, or ulcus 
phagaedenicum was one of the worst plagues 
of the jungle warfare. Its chief characteris- 
tic is its creeping progress downward. Bac- 
teriologists will usually find hemolytic staph- 
ylo- and streptococci at the base of the ulcer, 
eventually Pseudomonas in symbiosis with 
spirilla, spirochetes, and fusiform bacilli. 
Nobody knows the true cause of these vora- 
cious ulcers; they occur mostly in people of 
otherwise good health and proper nutrition. 
Geographically, the ulcers are more often 
seen in Burma than in the Malayan jungles. 
While such an ulcer usually heals in several 
months, here it was still creeping after 16 
years of existence. In the experience of 
Dutch military surgeons, the oligodynamic 
effect of aluminum ions is especially praised, 
while internal treatment with antibiotics 
seems to be useless. 

The President of the American Associa- 
tion for the Advancement of Science at- 
tended this year’s (17th) International Con- 
gress for the History of Medicine which was 
held in Athens, Cos and Delphi, as well as 
at Epidaurus in honor of the 24th centennial 
celebration of the birth of Hippocrates, 
Father of Medicine. There were celebrations 
at the theater of the Asklepian at Epidaurus, 
at Cos where the famous plane tree of Hip- 
pocrates is still growing, and at the Apollo- 
nian oracle at Delphi. At the Cos meeting, the 
Hippocratic Oath was read in a solemn cere- 
mony. The papers which the participants 
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presented to the congress were of course 
about ancient Greek medicine, Alexandrian 
medicine and Byzantine medicine. 

Among the recent deaths we find Sir Vic- 
tor Richardson (1884-1960), former Direc- 
tor-General of the Medical Services, of the 
Air Ministry of Great Britain. He was one 
of the leading pioneers in helping to build 
up the R.A.F. Medical Branch. He had al- 
ready retired in 1941. Prof. Max Liidin 
(1883-1960), founder of the chair of radiol- 
ogy at the Basel University also died. He 
was pioneer of radiology in Switzerland. 
Sir Gordon Gordon-Taylor (1878-1960), 
the doyen of British surgeons for many 
years, who performed more “hindquarter” 
amputations than any other surgeon, died 
after a road accident. 

Australian dermatologists discovered that 
some of the local sources of ringworm infec- 
tion of the human skin are the pet kanga- 
roos. Small epidemics of tinea were recently 
reported in 4 families by a member of the 
Skin Clinic of the Queen Elizabeth Hospital 
in Adelaide. This is the second(!) such re- 
port in the world medical literature. In each 
case, Trichophyton mentagrophytes could be 
cultivated from the skin lesions. Curiously 
enough, the first report of kangaroo-trans- 
mitted tinea was diagnosed and reported last 
year (1959) from the United States 
(USPHS Communicable Disease Center, 
Atlanta, Ga.). 

In our days the importance of the ABC 
warfare is steadily growing day after day. 
It is mostly the atomic weapon we are read- 
ing about. Yet, a comparatively much more 
dangerous weapon is the use of the toxin of 
Clostridium botulinum—the botulin, which 
represents a transition between the chemical 
and bacteriological warfare. Indeed, it should 
be considered the weapon of “noiseless war- 
fare.” Botulin was isolated in crystalline 
form the first time in 1946, and since then 
experiments have been made everywhere for 
the wartime use of this deadly poison. The 
chemical and toxicological characteristics of 
botulin have been recently discussed by a 


Swiss military medical ABC Officer who 
asserts that botulin is the most toxic among 
all known poisons. One mg of the toxin 
could kill 1200 tons of living matter (equal 
to 17,150 men, each of 70 kg weight), and 
20 gram of botulin could kill all mankind(?), 
or in other words for the killing of the 
400,000 inhabitants of Zurich about 20 mg 
botulin would be necessary (theoretically). 
By inhalation, in the form of an aerosol, the 
toxin is several thousand times more toxic, 
and quicker acting than at ingestion. No re- 
liable treatment exists for the curare-like 
poisoning caused by botulin. Neither can the 
intoxication be prevented by boiling the food 
or the water. For its military use, a disper- 
sion by an aerosol is considered the most 
deadly. The poison is, however, destroyed by 
alkalis, iodine, nascent chlorine and perman- 
ganate. 

An expectant Scottish mother wants to 
have a complete photographic (movie) rec- 
ord of her baby’s delivery. Some doctors, 
reading her intentions in a daily paper, be- 
came disgusted and outraged, and everyone 
hopes that hospital authorities will prevent 
the desecration of motherhood by such a 
“performance.” 

People are still paying top sums for old 
medical classics. At a recent auction at 
Sotheby’s in London, when the library of the 
late Archibald Gilpin was sold, a first edition 
of the Anatomy of VESALIUS (1543) 
brought £1,800; the work of ADDISON 
on the Diseases of the Suprarenal Capsule 
(1855) went for £450; the work of AU- 
ENBRUGGER on Percussion (1761) was 
sold for £850. JENNER’s book on Vac- 
cination (1798) was purchased for £580. 
Incidentally this same copy in 1953 was pur- 
chased for £125. It seems to be a good in- 
vestment to buy old medical and scientific 
firsts, and to sell them to the bibliomaniacs. 
—This item brings us to the end of the old 
year, and to Letter “Z” in our Third Series. 
In transition to a new alphabetical series and 
to Series IV we wish you all... Merry 
Christmas and a Happy New Year! 
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NOTES 


Timely items of general interest are 
accepted for these columns. Deadline is 
Ist of month preceding month of issue. 


Department of Defense 


Secretary (Health & Medical)—Hon. 
FRANK B. Berry, M.D. 

Deputy Ass’t Sec’y—Hon. Epw. H. Cusu- 
ING, M.D. 


ARMED FORCES MEDICAL JOURNAL 


The Department of Defense has decided 
to discontinue the publication of the Armed 
Forces Medical Journal with the December 
1961 issue. This will round out eleven vol- 
umes for that well known journal in which 
many articles pertaining to medicine in the 
military services have been published. 

With the discontinuance of that journal, 
Mivirary feels an additional obli- 
gation to the armed forces. Our journal, for- 
merly known as The Military Surgeon until 
January 1955, has been published for over 
sixty years, During these years we have car- 
ried articles pertaining to the armed forces 
and the Public Health Service, and after the 
organization of the Veterans Bureau (later 
the Veterans Administration) news from 
that source has also been included in the offi- 
cial journal of the Association of Military 
Surgeons of the United States. 

We intend to do everything possible to 
meet the obligation placed upon us because 
of the discontinuance of the Armed Forces 
Medical Journal. We hope our readers will 
give us their help by their constructive criti- 
cism. We are here with no selfish motives. 
In the spirit of service to you we hope to 
continue to become better acquainted. 


AUTOPSY MANUAL 


The Autopsy (TM 8-300, NAVMED 
P-5065, and AFM 160-19), an official guide 
on conducting an autopsy, is available for 
50¢ per copy from the Superintendent of 
Documents, U. S. Government Printing Of- 
fice, Washington 25, D.C. 


AFIP LECTURES 


The Annual Armed Forces Institute Lec- 
tures will be held February 13-17, 1961 at 
the Armed Forces Institute of Pathology, 
Washington, D.C. 


ORTHOPEDIC PATHOLOGY 


A course in Orthopedic Pathology, de- 
signed to meet the requirements of the 
American Board of Orthopedic Surgery was 
conducted at the Armed Forces Institute of 
Pathology from October 31 through Decem- 
ber 9. 

Approximately 29 officers of the Army, 
Navy, and Air Force attended the course 
which was under the direction of Captain 
H. T. Stanford, Medical Corps, U. S. Navy, 
Orthodedic Pathology Section, of the Insti- 
tute. 


MEDICAL MUSEUM ACQUISITION 


The Medical Museum of the Armed 
Forces Institute of Pathology, located in 
downtown Washington, was recently pre- 
sented with an important handwritten jour- 
nal rescued by Dr. Edward R. Squibb when 
his laboratory was on fire many years ago. 
Dr. Squibb, a former medical officer of the 
U. S. Navy, improved the method for the 
production of ether. But it was this ether 
that caused the fire and the destruction of 
his laboratory. Dr. Squibb was badly burned. 

This manual along with many other ar- 
ticles of historical interest can be seen at the 
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(L to R) Rear ApmrirAt CALviIn B. GALLOWAY, 
MC, USN, Assistant chief of the Navy’s Bureau 
of Research and Medicine; CoLoneL FRANK M. 
TownsEND, USAF, MC, Director, Armed Forces 
Institute of Pathology; Grorce S. Sgurss, great- 
grandson, Director of Sales, E. R. Squibb Com- 


pany. 


Medical Museum which is open daily to the 
public. 


NEW DEAN 


Dr. Richard L. Meiling, former Director 
of the Medical Services of the Department 
of Defense, becomes Dean of Ohio State 
University College of Medicine, January 1, 
1961. 

He succeeds Dr. Charles Austin Doan 
who will become Dean Emeritus and will 
continue as professor and director of medi- 
cal research in the department of medicine, 
faculty ranks he has long held. The change 
has become necessary because of Dr. Doan’s 
reaching age 65, and the University rule re- 
quiring high administrative officers to step 
aside at that age. 

Dr. Meiling was appointed by the Hoover 
Commission as medical advisor to its Na- 
tional Security Committee in 1948. Under 
Secretary of Defense Louis Johnson he be- 
came Director of Medical Services of the 
department. In 1951 he returned to Ohio 
State University where he was appointed as- 
sociate dean, associate director of the Health 
Center, and associate professor of obstetrics 
and gynecology. He became professor of 
obstetrics and gynecology in 1953 and pro- 
fessor of aviation medicine in 1957. 


Dr. RicHArp L. MEILING 


Army 


Surgeon General—Lt. Gen. Leonarp D. 
HEATON 

Deputy Surg. Gen —Mayj. Gen. THomas J. 
HARTFORD 


APPOINTMENT 


Lt. Colonel Joseph D. Goldstein, MC, who 
most recently headed the Department of 
Atomic Casualty Studies at Walter Reed 
Army Institute of Research has been named 
Chief, Division of Nuclear Energy, U. S. 
Army Medical Service Research and Devel- 
opment Command. He is a Consultant to the 
Army Surgeon General on nuclear energy 
matters. He will continue to maintain oper- 
ational control of the Department of Atomic 
Casualty Studies at the Walter Reed Army 
Medical Center. 


AHA APPOINTMENT 


Colonel James T. McGibony, MC, Direc- 
tor of Plans, Supply and Operations in the 
Office of the Surgeon General, has been ap- 
pointed to a three-year term on the Ameri- 
can Hospital Association’s Council on Pro- 
fessional Practice. 
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ASSIGN MENTS 


Major Hughie C. Thomas, MSC, has been 
assigned as Special Projects Officer for the 
U. S. Army Medical Research and Develop- 
ment Command, Office of the Surgeon Gen- 
eral. 

Captain Charles H. Ertell, Jr., MSC, has 
been assigned to the Technical Liaison Di- 
vision, Office of the Surgeon General. He 
will be responsible for the Exhibits program 
of the Army Medical Service, and for liai- 
son with educational and industrial pro- 
grams with civilian agencies. 


VETERINARIANS IN DEMAND 


The Army needs more veterinarians and 
unless the need is met by volunteers there 
will have to be a resort to the Selective Serv- 
ice System method of supplying these offi- 
cers. This announcement was made recently 
by Brigadier General Russell McNellis, 
Chief of the Army Veterinary Corps. Quali- 
fied veterinarians may apply for appoint- 
ment as first lieutenants with concurrent ac- 
tive duty in the Army Veterinary Corps Re- 
serve. Communications should be addressed 
to the Surgeon General of the Army, Atten- 
tion: MEDCM-OP. 


GLOBAL MEDICINE COURSE 


Walter Reed Institute of Research was 
the location of a course on “Global Medi- 
cine” recently. Some of the diseases dis- 
cussed were diphtheria, malaria, smallpox, 
schistomiasis, yellow fever, typhoid fever, 
typhus fever, Q fever, plague and cholera. 
All these are very important to military 
forces that may serve in any part of the 
world. Emphasis, of course, should always 
be placed on the prevention of such diseases. 
Money spent on prevention of disease is 
money well spent, and will mean man-days 
spent on duty rather than on the sick list. 


BAMC NEWS 
Captain Frank Cecarelli, MC, a resident 
in urology at Brooke General Hospital, re- 
ceived the unanimous vote of the judges at 
the American Urological Association annual 
meeting for first prize in the presentation of 


a paper by residents. His paper dealt with 
alteration of fluid and electrolyte balance in 
patients after prostatectomy. 

Lieutenant Colonel Hugh L. Keegan, In- 
structor of Entomology in the Department 
of Preventive Medicine, Army Medical 
Service School, Brooke Army Medical Cen- 
ter, Fort Sam Houston, Texas, has recently 
revised his book Some Venemous and Nox- 
ious Animals of the Far East. 


ASSIGNED FIRST ARMY HQ. 


Colonel Frank J. Vita, MC, who has just 
returned from an assignment in Italy, has 
been named Chief of the Professional Serv- 
ices Division, First U. S. Army Medical 
Section. He succeeds Colonel Edward G. 
Sion, Deputy Surgeon now to the Surgeon, 
Colonel James Q. Simmons. 

During World War II Colonel Vita 
served for four years with the Army Air 
Force in New Guinea. After the war he 
went into private practice in Cliffside Park, 
New Jersey. He was recalled to active duty 
in 1949, served in the Pentagon, and in 1950 
was ordered to Korea. In 1951 he became 
Chief, Professional Services, Second Army, 
Fort George G. Meade, Md. Then he served 
in Paris, France, for three years, and in the 
United States with the 36th Evacuation Hos- 
pital. 

Colonel Vita holds the Bronze Star Medal, 
and has been awarded the Medal of Honor 
of the French Health Service. 


HONORED 


Lt. Colonel Helen M. Davis, AMSC, for- 
mer Chief of Hospital Dietitians, was 
awarded the Legion of Merit. Presentation 
was made at the American Dietetic Associa- 
tion Meeting held in Cleveland, Ohio, last 
October. She is now engaged in writing the 
dietitian section of the Army Medical Spe- 
cialist Corps history being compiled at the 
U. S. Army Medical Service Historical 
Unit, Forest Glen, Md. 


RETIRED 


Colonel George F. Jeffcott, DC, who re- 
cently retired from the Army after more 
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than 25 years service in the Army Dental 
Corps, has taken up residence at 2675 S.W. 
Braemar Court, Portland, Oregon. 

Colonel Jeffcott is the author of the “His- 
tory of the U. S. Army Dental Service in 
World War II.” He received the Legion of 
Merit for distinguished performance of duty 
particularly his contributions to the Army 
Dental Intern Program. 


NEW ANTI-MALARIA PILL 


A new anti-malaria pill which promises to 
be the most effective anti-malarial drug com- 
bination developed so far, soon will be given 
to the U. S. troops in Korea. 

Resulting from Army supported studies 
conducted by Dr. Alf S. Alving of the Uni- 
versity of Chicago, the new tablet combines 
two drugs used separately in the past for 
malaria prevention—chloroquine and prima- 
quine, both developed since World War II. 
The new treatment will be the administra- 
tion of one tablet of the new preparation 
once a week. Remember the days of quinine 
and atabrine?! 


Navy 


Surgeon General—ReEar ADM. BARTHOLO- 
MEW W. HoGan 

Deputy Surgeon General—Rear Ep- 
WARD C. KENNEY 


HONORED 


Rear Admiral Charles W. Letcher, MC, 
USNR, of Miami, Oklahoma, is the new 
president of the American Board of Bio- 
Analysts, national organization of scient sts 
in 14 biological science specialties pertinent 
to bioanalysis. He succeeds Dr. M. L. 
Chuker, Tucson, Arizona. 

Dr. Letcher served as flight surgeon 
abroad Aircraft Carriers USS Wolverine, 
USS Sable, USS Manila Bay, and USS 
Ranger. He was wounded at Lingayen Gulf 
and awarded the Purple Heart. He did con- 
siderable research in Navy pilot fatigue. 
Currently his chief areas of interest are an- 
esthesia and forensic medicine. 


NOMINATION TO DRC 


Captain W. R. Stanmeyer, DC, USN, 
Bureau of Medicine and Surgery, was re- 
cently nominated to serve as Navy Liaison 
Officer on the National Advisory Dental Re- 
search Council. He is Head of the Profes- 
sional Branch, Dental Division, and Head, 
Medicine and Dentistry, Office of Naval Re- 
search. 


CHIEF, ORAL PATHOLOGY 


Captain Louis S. Hansen, DC, USN, has 
been appointed Chief of the Dental and Oral 
Pathology Division at the Armed Forces In- 
stitute of Pathology. He succeeded Major 
General Joseph L. Bernier, DC, USA, now 
Assistant Surgeon General for Dentistry, 
Department of the Army. 


FIRST GRADUATE 


The first University of Wisconsin coed to 
receive a commission in the Navy after hav- 
ing participated in the Navy Nurse Corps 
Candidate Program as a senior nursing stu- 
dent is Ensign Gay W. Rost, NC, USNR, 
from Cedarburg, Wis. 

The picture shows her being held aloft by 
her fellow officers, a group of newly com- 
missioned Navy and Marine officers also of 
the University of Wisconsin. 


Ensign Gay W. Rost, NC, USNR, and her 
Fellow graduates. 


NEW EXTENSION COURSES 


Operative Dentistry (NAVPERS 10759) 
and Dental Department Administration 
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(NAVPERS 10736-A) are now available to 
dental officers of the U. S. Navy and Naval 
Reserve. Application for these courses 
should be made through channels to the 
Commanding Officer, U. S. Naval Dental 
School, National Naval Medical Center, 
Bethesda 14, Md. 


RETIRED 


Dental Corps Officers recently retired are: 
Captains James A. English, John P. Jara- 
bak, and John E. Krieger. 

Medical Service Corps Officers who have 
retired are: Commander Russell S. Nance; 
Lieutenant Commanders Ray W. Conrad, 
Thomas A. Devins, Earl F. Hickey, Milton 
E. Koepke, Waters T. Meriwether, John 
Papi, Chester D. Worthen, Earl G. Zellman, 
and Fred A. Zuelzke. 


Air Force 


Surgeon General—Mayjy. GEN. OLIVER K. 
NIEss 

Deputy Surg. Gen—Maj. GEN. JoHN K. 
CULLEN 


DENTAL CHIEF 


Brigadier General Maurice C. Harlan, 
USAF, DC, recently succeeded Major Gen- 
eral James S. Cathroe as Assistant Surgeon 
General for Dental Services of the U. S. Air 
Force. General Cathroe retired. 

General Harlan, a native of Kansas, at- 
tended schools in Des Moines, Knoxville and 
Grinnell, Iowa, and received his dental de- 
gree from the State University of Iowa. He 
entered military service in 1936 with the 
Army, and in 1949 transferred to the Air 
Force. In June 1959, General Harlan became 
Deputy Assistant Surgeon General for Den- 
tal Services, Office of the Surgeon General. 


RECEIVES LEGION OF MERIT 


Major General James S. Cathroe, former 
Assistant Surgeon General for Dental Serv- 
ices, U. S. Air Force, was awarded the 
Legion of Merit on his retirement from the 


Official U. S. Air Force Photo 
Bric. Gen. Maurice Hartan, USAF, DC. 


Air Force. Presentation was made by the 
Deputy Surgeon General, John C. Cullen. 
The Cathroes reside at 5707 Bent Branch 
Road, Washington, D.C. 


HONORED 


Captain Carl G. Peterson, Jr., USAF, 
MC, Chief, Urological Services, 823rd Med- 
ical Group (SAC), Homestead Air Force 


U. S. Air Force Photo 


Mayor GENERAL JOHN C. CULLEN, Deputy Surgeon 
General, USAF, (right) congratulates Mayor GEN- 
ERAL JAMES S, CATHROE. 
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Base, Florida, was the winner of the Joseph 
F. McCarthy Research Award in a cere- 
mony at the annual meeting of the Western 
Section, American Urological Association, 
held in Vancouver, B.C. The award was 
given for an essay summarizing two and one 
half years of personal research in cancer of 
the prostate. The essay will be published in 
The Journal of Urology. 


TECHNICAL REPORT 


Food for Space Travel (ARDC Tech. Re- 
port No. 60-8) is a 64-page book, now avail- 
able to the public. It can be obtained through 
the Office of Technical Services, U. S. 
Dep’t., of Commerce, Washington 25, D.C. 

Authors of this book are: Colonel Albert 
A. Taylor, USAF, VC; Beatrice Finkel- 
stein, M.S.; and Robert E. Hayes, Ph.D. 


Public Health Service 


Surgeon General—Leroy E. Burney, M.D. 
Deputy Surg. Gen—Joun D. PorTERFIELD, 
M.D. ; 


NEW PLSITIONS 


Three newly created Public Health Serv- 
ice positions were effective November 1. 

Dr. James M. Hundley became fourth in 
command in the Public Health Service. He 
holds the rank of an Assistant Surgeon Gen- 
eral and serves under Assistant Surgeon 
General Arnold B. Kurlander with specific 
responsibilities in the areas of field relation- 
ships with the Regional Medical Directors, 
of Health Mobilization, and of International 
Health. 

Mr. Harry Hanson became the Associate 
Chief of the Bureau of State Services, with 
the rank of Assistant Surgeon General. His 
duties will be in the area of environmental 
health activities. He will retain temporarily 
his present post as Director of the Sanitary 
Engineering Center in Cincinnati. 

Dr. Aaron W. Christensen is the second 
Associate Chief in the Bureau of State Serv- 
ices, with rank of Assistant Surgeon Gen- 


eral. He will be concerned with community 
health services. 


ORAL DISEASE REPORT 


Public Health Service Publication No. 
760, giving the 1959 Highlights of Progress 
in Research on Oral Disease, a booklet of 22 
pages has just recently been published. Sin- 
gle copies can be obtained from the Super- 
intendent of Documents, Government Print- 
ing Office, Washington 25, D.C., for 15¢. 

We read that the most prevalent of the 
conditions of the mouth are dental caries, 
periodontal disease, bacterial and viral infec- 
tions, and congenital anomalies. 

Using germ-free animals it has been es- 
tablished that bacteria are not necessary to 
the formation of tartar which is associated 
with the onset of periodontal disease. 

Periodontal disease associated with the 
middle and older age groups may surpass 
dental caries in the loss of teeth in the 
United States. 

Dibasic calcium phosphate is being studied 
in the control of dental caries. Also being 
studied is the protective coating for teeth. 
The value of fluoridation of water is again 
pointed out for the prevention of caries. 

Interesting is the statement, “It is a gen- 
erally accepted clinical impression that dur- 
ing high periods of ’ ‘nsion the gastric secre- 
tions may change the chemical equilibrium 
of the mouth and contribute to the alteration 
of pH and viscosity of the saliva, thus ren- 
dering the teeth more susceptible to caries 
and contributing to a change in the gingival 
tissue. 


LIBRARY OF MEDICINE 


Mr. Scott Adams, became Deputy Direc- 

tor of the National Library of Medicine on 
eptember 19. The Director of the library is 

Dr. Frank B. Rogers. 

Mr. Adams will be responsible for the de- 
velopment and operation of extramural 
grant programs in support of activities in 
the field of medical communications and 
medical librarianship. 
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Veterans Administration 


Chief Medical Mi1p- 
DLETON, M.D. 

Deputy Chief Med. Dir—H. Martin EN- 
GLE, M.D. 


APPOINTMENT 


Joe Meyer, Ph.D., has been appointed as 
Chief of the Medical Research Laboratories 
Division of the Veterans Administration, 
Department of Medicine and Surgery, 
Washington. He succeeds Harold F. Weiler 
who left the Veterans Administration to ac- 
cept a position with the Army Research Of- 
fice. 


PACEMAKER FOR HEART 


A small electronic device which is im- 
planted under the skin and which will act as 
a pacemaker for the heart in cases of heart 
block has been successfully used at the Vet- 
erans Administration Hospital in Buffalo. 

The device is the result of joint effort be- 
tween Wilson Greatbatch, M.S., formerly as- 
sociate professor of electrical engineering at 
the University of Buffalo, William M. Char- 
dack, M.D., chief of surgery at the Veterans 
Administration Hospital and Andrew A. 
Gage, M.D., staff surgeon at the hospital. 

The estimated lifetime of the device is five 
years. It is about the size of a pocket watch. 
Replacement can be made under local anes- 
thesia without disturbing the electrode on the 
heart. Six patients have thus far been treated 
by this implantation. 


MULTIPLE SCLEROSIS 


Dr. E. D. Acheson and Dr. C. A. Bachrach 
of the Veterans Administration recently 
made a report in the American Journal of 
Hygiene (July issue) which incriminates the 
climate as a factor in multiple sclerosis. 

In their study of 1782 records of veterans 
with multiple sclerosis they found that the 
disease occurred more frequently in those 
veterans that were from the northern areas 
of the United States. This was true for the 


Negro patients as well as for the white pa- 
tients. 

These doctors say, “The data does not sup- 
port the hypothesis that the disease results © 
from infection or from presence or absence 
of a trace element in soil or water.” 


WRITE LETTERS 


Long term patients in Veterans Adminis- 
tration Hospitals need to keep in contact with 
their relatives. This is good therapy from the 
standpoint of the staff of the hospitals in 
which these veterans are taken care of. How- 
ever, it seems that the longer the veteran is in 
the hospital the fewer letters he receives from 
his relatives. Here is something the people 
can do—keep in contact. 


Miscellaneous 


TEACHING POSITION DESIRED 


A highly qualified surgeon with special 
teaching capabilities wishes to make contacts 
for positions open in the spring of 1961. 
Contact may be made by letters addressed to 
PMM—Association of Military Surgeons, 
Suite 718, 1726 Eye St., Washington 6, D.C. 


PHYSICIANS FOR HOSPITAL EMERGENCY ROOM 


A 250-bed hospital in Florida is interested 
in employing several retired medical officers, 
each on a part time basis, in order to provide 
full time coverage in emergency room. Con- 
tact can be made by letters addressed to 
FMM—Association of Military Surgeons, 
Suite 718, 1726 Eye St., Washington 6, D.C. 


RESEARCH ON CLEFT PALATE 


The Public Health Service has granted 
three annual awards of $104,650 each to New 
York University College of Dentistry for 
research on cleft palate and cleft lip. 

Dr. Sidney I. Silverman, director of post- 
graduate and graduate prosthodontics at the 
College will direct and coordinate the pro- 
gram which involves research in three major 
areas: the basic biologic sciences, the behav- 
ioral sciences, and the clinical sciences. 
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COUNTERFEIT DRUGS 


The Food and Drug Administration has 
been warning the druggists to be on the look- 
out for counterfeit drugs. This has appar- 
ently become quite a practice in the country. 
The Food and Drug Administration should 
be notified immediately when such drugs are 
offered for sale. 


BLOOD VOLUME MEASUREMENT 


Drs. John A. Williams and Jacob Fine of 
Beth Israel Hospital and Harvard Medical 
School have reported on a new method for 
measuring the blood volume. This was made 
known to the American College of Surgeons 
recently. 

In 15 minutes a determination can be 
made by this method which uses radio-active 
iodine. 


PROJECT HOPE 


The SS Hope is now in Southeast Asia 
and is rotating its first group of volunteers. 
As will be recalled this ship sailed from San 
Francisco in September for Indonesia with 
the express purpose of sharing this country’s 
modern medical knowledge with Southeast 
Asia. 

Many pharmaceutical companies gave sup- 
plies to this worthy project. By the way 
HOPE means HEALTH OPPORTUN- 
ITY FOR PEOPLE EVERYWHERE. 

Anyone wishing to know more of this 
project or who wishes to make a contribu- 
tion should direct his letter to 1818 M Street, 
N.W., Washington 6, D.C. 


POSTGRADUATE COURSE 

Recent Advances in Drug Therapy will be 
offered as a postgraduate course by the 
American College of Physicians, January 
9-13, 1961 at the University of Washington 
School of Medicine, Seattle. Further infor- 
mation can be obtained from the headquar- 
ters at 4200 Pine St., Philadelphia 4, Pa. 


MEETING 

The American College of Surgeons will 
hold a four-day Sectional Meeting in Phila- 
delphia, March 6 through 9, 1961. This will 


be for surgeons and nurses. Headquarters 
will be the Bellevue Stratford, Ben Franklin, 
and Sylvania Hotels. 

Preliminary programs are now being cir- 
culated from the headquarters at 40 East 
Erie Street, Chicago 11, III. 


COMMON COLD DRUG 

Is there a drug for the common cold? 
British chemists think they have found one 
after eight years of research. We hope they 
have found it in Virugon. 

Much research has been done on the com- 
mon cold and out of this research there have 
been new discoveries but the common cold 
has been a baffling disease. We hope that the 
British have found something to combat it. 


SUPER-PENICILLIN 

The British also claim that they have de- 
veloped a super-penicillin which will attack 
the problem of staphylococcal infections in 
hospitals. Mass production of this antibiotic 
is scheduled for 1961. 


DENTAL TROUBLE 

Tooth decay is the commonest disease in 
America, afflicting 95% of the population. 
It is estimated that 30% of all U. S. children 
even now require orthodontic treatment, and 
that the present crop of youngsters will have 
lost half their teeth by the time they are 40!! 

Oral Hygiene 


HOPE 

I know the world is filled with trouble and 
many injustices. But reality is as beautiful as 
it is ugly. I think it is just as important to 
sing about beautiful mornings as it is to talk 
about slums. I just could not write anything 
without hope in it. 

The late Oscar Hammerstein II 


EXERCISE 


Nowadays they spend $10,000 for a school 
bus to pick the kids right up at the door so 
they don’t have to walk. Then they spend 
$100,000 for a gym so they can get some 
exercise. 

Red Blanchard, Wallace’s Farmer & 
Iowa Homestead. 
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Notes 


New Members 


Capt. Jose A. Carrasquel Rodriquez, VAMC 

Maj. Rogelio Mora Marquez, VAMC 

Capt. James F. Cramer, USAF, DC 

Lt. James H. Erickson, MC, USNR 

Anthony W. Frisbie, MD 

Pharm. John F. Taylor, VA 

Helen L. Amundsen, RN 

Maj. Eva Y. Gladue, ANC, Ret. 

Lt. Josephine Grant, NC, USNR 

Lt. Col. Abraham S. Lavine 

Ens. Patricia J. Whalen, NC, USNR 

Lt. jg Martha A. Zaleski, NC, USNR-R 

Lt. Col. David Kubryk RCAMC 

Maj. M. S. Verplank, VC, USAF 

1/Lt. George J. Hickey, Jr.,. MSC, USA 

Capt. Edward E. Kimbrough, III MC, USA 

1/Lt. Frederick H. Howdy, DC, USAR 

Capt. John E. Howes, MSC, USA 

LCdr. Gladys M. Merwin, NC, USNR 

Capt. James R. Smith, DC, USAR 

Lt. Col. Theodore Stalk, MC 

Maj. Howard L. Cox, MC, USAR 

Gloria H. Lamar, RN, VA 

Comdr. Sidney Leistner, DC, USNR 

Maj. James D. Small, MSC, USAFR 

Capt. Walter W. Larson, MC, USAF 

Vernon M. Smith, MD 

Capt. Enrique Mendez, Jr., MC, USA 

Capt. Biagio A. DiBlasi, DC, USAR 

Robert Lee Feldman, MD 

Asst. Surg. Gen. Charles R. Mallary, USP- 
HS 

Lt. Col. John T. Wright, MC, USAR 

Lt. Col. Spencer B. Reid, MC, USA 

Maj. Jacob J. Zion, MSC, USA 

Capt. John W. Egoville, MC, USA 

Capt. Edward T. Stoeckle, USAF, MSC 

Edward Swirsky, DDS 

LCdr. Mable G. Moragne, NC, USNR 

Major Josephine M. Ognibene, ANC, USA 

Col. C. M. Creech, MC, USAR 

Miss Catherine A. Coffey, RN 

LCdr. Jeanette C. Hansen, NC, USNR 

Pharm. Roy R. Otredosky 

Lt. Joseph H. Miller, MC, USN 

Mrs. Nina L. Parks, RN 

LCdr. Georgia A. Dover, NC, USNR 

Pharm. Owen G. Horst, VA 


Melina LeDuc, RN 

Capt. Felix P. Ballenger, MC, USN 

William H. Evans, MD 

1/Lt. Thomas C. Hovey, ANC, USAR 

Lt. jg Elizabeth M. Marinuzzi, NC, USNR 

LCdr. Ann Prendergrast, NC, USN 

Donald J. Werner, MD 

Capt. Bruce L. Canaga Jr., MC, USA 

Col. Joseph L. Caples, MC, USA 

Maj. Gen. J. W. Schwartz, MC, USA 

Capt. Joseph A. Syslo, MC, USN 

LCdr. Louise Bareford, NC, USN 

Lt. Amelia M. DalMaso, NC, USN 

Catherine A. Oliverio, RN 

Annie R. King, RN 

Lt. Col. Albert J. Dodgen, MSC 

Lt. jg Ethlyn L. Bennett, NC, USNR 

William Dworkin, VA 

Lt. Col. S. C. Hall, NC, USAF 

Capt. William J. Mitchell, MC, USAF 

Maj. Clyde M. Reagan, VC, USA 

Capt. Robert Schermer, DC, AUS 

Maj. M. Michael Sigel, MSC, USAR 

Miss Jessie E. Silver 

Mr. Paul A. Waylonis, VA 

Mildred M. Wiese, VA 

Lt. Wanda S. Orr, NC, USN 

Dr. E. J. Olson, VA 

Lt. Arnold R. Westerbert, Royal Canadian 
Navy 

Capt. Dennis W. Brosnan III, MC, USA 

LCdr. Elsie A. Cook, NC, USNR 

Maj. Edward L. J. Krieg, MC, USAR 

Surgeon Richard Otto Schulte, USPHS 

Capt. William E. Eubanks, Jr., MC, USA 

Ruth C. Frothingham, RN 

Cdr. Dorothy M. Gale, NC, USN 

Lt. T. Y. Chiao, Chinese Air Force 

Col. Thomas C. Jefferis, MSC, USA 

Lt. Col. Linden H. Schwab, MC, USA 


‘Mr. Italo A. Bianculli, VA 


Capt. Darwood B. Hance, MC, USAF 
Pharm. Willis Jack Horton, Jr., VA 

Cdr. Alice R. Reilly, NC, USN 

Capt. Charles N. Still, MSC, USAR 

Lt. Col. William H. Anderson, MC, USA 
Lt. Col. James L. Wardlaw, Jr., MC, USAR 
Col. Marcus J. Stewart, MC, USAR 

lst Lt. Warren A. Jacobs, MC, USAR 
LCdr. Florence C. Brown, NC, USN 
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Ist Lt. Milbourne L. Joye, MSC, USAR 
Mr. Aubrey D. Miller, VA 

LCdr. H. Linnenbruegge, NC, USN 

Lt. Lillian L. Ostrowski, NC, USNR 
Mr. Hanson C. Painter, VA 

LCdr. Madeline S. Dodge, NC, USNR-R 
Ens. Mildred Yvonne Grier, NC, USNR 
LCdr. Hilda W. Lane, NC, USNR-R 
LCdr. Frances B. Primerano, NC, USNR 
LCdr. Lucille R. Pittard, NC, USNR 
Miss A. Hyra L. Thomas, VA 

Donald H. Crook, M.D. 

Mr. Carl K. Hudgins, VA 

Capt. Sam M. Wehbie, MSC, USAR 
Miss Gertrude Roberts, RN 

Lt. Benjamin Bacharach, MC, USNR 


MEMBERSHIP COM MITTEE 

Commander Calvin F. Johnson, MSC, U. S. 
Navy, Chairman 

Mr. George F. Archambault, U. S. Public 
Health Service 

Commander Burdette M. Blaska, NC, U. S. 
Navy 

Lt. Col. Jesse W. Brumfield, MSC, U. S. 
Army 

Lt. Col. Nathan Cooper, U. S. Air Force, 
(MSC) 

Mr. Vernon O. Trygstad, Veterans Adminis- 
tration 


Honor Roll 


Brig. Gen. Robert E. Blount, MC, USA 

Rear Admiral Richard A. Kern, MC, US- 
NR, Ret. 

Lt. Col. Joseph Hirsh, MSC, USAR 

Lt. Col. Eddy D. Palmer, MC, USA 

Maj. Carl Baron, USAR 

Col. Robert C. Kimberly, MC, MD, NG 

Dr. James C. Munch 

Sr. Pharm. Carl H. Brown, USPHS 

Lt. Col. J. C. Stroud, Jr. 

Lt. Coil. Edward A. Barrett, MC, USAR 

Col. Leonard P. Zagelow, USAF, MSC 

Capt. Albin A. Galuszka, MC, USN 


Deaths 


BORNSTEIN, Joseph H., Colonel, Medi- 
cal Corps, U. S. Army, died over the week 


end of October 30 in his sleep. He had not 
reported to his office at Second Army Head- 
quarters and search was made at his apart- 
ment. Age was 47. 

Dr. Bornstein was a graduate of the Bos- 
ton University School of Medicine, 1938. 
He served in five European campaigns in 
World War II and in the Korean Conflict. 
He had served at Walter Reed General Hos- 
pital and in the Office of the Surgeon Gen- 
eral of the Army. At the time of his death 
he was Chief of the Operations Division of 
the Office of the Second Army Surgeon, 
Fort Meade, Md. 

He is survived by his mother, three broth- 
ers and a sister. Interment was in Chelsea, 
Mass. 


DUGAN, Helen A., Lieutenant Colonel, 
Army Nurse Corps, Retired, died at Walter 
Reed General Hospital, October 17, at the 
age of 67. 


GOODPASTURE, Ernest W., M.D., for- 
mer Scientific Director of the Armed Forces 
Institute of Pathology from 1955 until 1959, 
died of a heart attack in Nashville, Tennes- 
see, 20 September. 

Dr. Goodpasture was an internationally 
recognized pathologist and developed a vac- 
cine for mumps, and his research led to the 
mass production of vaccines against yellow 
fever, influenza, and typhus fever. 


GROW, Malcom C., Major General, Med- 
ical Corps, U. S. Air Force, retired, the first 
Surgeon General of the Air Force, died 
October 20 at Andrews Air Force Base Hos- 
pital, Washington, D.C., following a long 
illness. His age was 72. 

General Grow was born in Philadelphia 
and was a graduate of the Jefferson Medical 
College. He entered on active military duty 
in 1918 and served as surgeon of the 45th 
Artillery and the 42nd Infantry Division in 
France. He became surgeon of the 8th Air 
Force, and later of the U. S. Strategic Air 
Forces in the European Theater in World 
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War II. In July 1949 when the Air Force 
became a separate department General Grow 
became its first Surgeon General. He was re- 
tired from active duty in November 1949. 

He was a Fellow of the Royal Society of 
Medicine (British) ; certified by the Ameri- 
can Board of Preventive Medicine and Pub- 
lic Health and an Honorary Fellow of the 
American College of Surgeons. 

He was awarded many American and for- 
eign decorations. Interment was in Arling- 
ton National Cemetery. 


KNIGHT, Della V., Lieutenant (junior 
grade), Nurse Corps, U. S. Navy, one of the 
original 20 nurses who comprised the Navy 
Nurse Corps upon its establishment in 1908, 
died at the U. S. Naval Hospital, Oakland, 


California, September 17, 1960, at the age 
of 82. 

Lieutenant Knight had served with the 
Army Nurse Corps from 1904 to 1907. She 
served with the Navy Nurse Corps for more 
than 22 years, retiring from active duty in 
October 1930. 


O’BRIEN, Elizabeth, Commander, Nurse 
Corps, U.S. Navy, Retired, dicd at the U.S. 
Naval Hospital, Philadelphia, Pa., September 
24, at the age of 56. 

Commander O’Brien entered on active 
duty in 1942. She had served at various 
Naval Hospitals and on her retirement was 
Nursing Supervisor at the U. S. Naval Hos- 
pital, Philadelphia. Interment was in Arling- 
ton National Cemetery. 


10t 
rt- 
S- 
8. 
in 
ct. 
)S- 
n- 
th 
of 
n, 
h- 
a, 
~ 
1e 
2S 
9, 
y 
st 
d 
4 
a 
1 
y 
r 
1 


Life Members 
of the 
ASSOCIATION OF MILITARY SURGEONS 
of the 
UNITED STATES 


Sr. Surgeon John J. Andujar, USPHS (R) 

Maj. Gen. George E. Armstrong. USA, Ret. 

Maj. Gen. Harry G. Armstrong, USAF 
(MC), Ret. 

Col. James E. Ash, USA, Ret. 

Maj. Harold H. Audet, MC, USA 

Col. George F. Aycock, Ret. 

Lt. Valentine C. Baker, MC, USAR 

Harold M. F. Behneman, M.D. 

Capt. C. Davis Belcher, MC, USNR 

Col. Robert J. Benford, USAF, Ret. 

Lt. Comdr. S. G. Berkow, MC, USNR 

Maj. Gen. James A. Bethea, USA, Ret. 

Maj. George W. Bishop, MC, USAR 

Col. Robert E. Bitner, USA, Ret. 

Capt. James G. Blower, USAR, Ret. 

Capt. Micajah Boland, MC, USN 

Vice Adm. Joel T. Boone, MC, USN, Ret. 

Maj. Frank E. Boston, MC, USAR 

Col. Warner F. Bowers, MC, USA 

Col. Charles E. Brenn, USA, Ret. 

Capt. J. Arvid O. Brennan, MC, USAR 

Lt. Col. Claude P. Brown, MC, USAR 

Lt. Col. Ethan Flagg Butler, MC, USAR 

Brig. Gen. George R. Callender, USA, Ret. 

Capt. George L. Calvy, MC, USN 

Capt. Hjalmar E. Carlson, MC, AUS 

W. Edward Chamberlain, M.D. 

Capt. Everett P. Coleman, MC, USAR 

Capt. Laurence M. Collins, MC, USAR 

Lt. Thomas E. Conley, MC, USNR 

Joseph V. Conroy, M.D. 

Robert C. Cook, M.D. 

Capt. Edgerton Chrispin, MC, USNR 

Lt. Col. Gilbert W. Crissey, USA, Ret. 

Lt. Col. J. G. Cumming, MC, USAR 

Capt. Charles H. Dabbs, USA, Ret. 

Rear Adm. W. Dana, USN, Ret. 

Clifton L. Dance, M.D., FICS 

Col. Jos. R. Darnall, USA, Ret. 

Med. Dir. Dorland J. Davis, USPHS 

Col. Fred M. Dearborn, MC, USAR 

Maj. W. N. Decker, MC, Mass., NG, Ret. 
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Ist Lt. Frederick J. J. Dillemuth 

Rear Adm. Benjamin H. Dorsey, MC, USN 

Maj. Gen. Warren F. Draper, USPHS, Ret. 

Arthur D. Ecker, M.D. 

Capt. M. Milton Eckert, MC, USAR 

Brig. Gen. Leigh C. Fairbank, USA, Ret. 

Capt. Joseph Felsen, MC, USAR 

Col. James D. Fife, USA, Ret. 

Mr. Howard B.:Fonda 

Brig. Gen. James H. Forsee, MC, USA 

Phar. Dir. Thomas A. Foster, USPHS, Ret. 

Lt. Col. John H. Frederick, DC, AUS 

Col. P. L. Freeman, USA, Ret. 

Brig. Gen. Joel E. Goldthwait, MC, USAR, 
Ret. 

Capt. Harold A. Goodrich, MC, USAR 

Lt. Col. Charles J. Gray, DC, USAR 

Lt. Abraham Greenberg, MC, USAR 

Capt. Arthur Gunu'ach, MC, USAR 

Brig. Gen. Robert M. Hardaway, USA, Ret. 

Col. Thomas E. Harwood, Jr., USA, Ret. 

Capt. Louis Hauswirth, MC, USAR 

Maj. Gen. Silas B. Hays, USA, Ret. 

Brig. Gen. Roy C. Heflebower, USA, Ret. 

Capt. R. B. Henry, MC, USN 

Lt. Col. Frederick K. Herpel, USA, Ret. 

Med. Dir. L. E. Hooper, USPHS 

James H. Huddleson, M.D. 

Maj. A. E. A. Hudson, SNC, AUS, Ret. 

Col. Robert H. Ivy, MC, USAR, Ret. 

Brig. Gen. Aubrey L. Jennings, USAF, MC 

Capt. Eugene V. Jobe, MC, USN, Ret. 

Cdr. H. L. Jones, Jr.. MC, USN 

Capt. Walton L. Jones, MC, USN 

Col. Alexander P. Kelley, USA, Ret. 

Med. Dir. John W. Kerr, USPHS, Ret. 

Col. Robert C. Kimberly, MC, MD, NG 

Col. Alvin B. C. Knudson, MC, USAR 

Brig. Gen. Amos R. Koontz, MC, MD, NG, 
Ret. 

Capt. John H. Korb, MC, USN, Ret. 

Col. H. L. Krafft, USA, Ret. 

Stanley E. Krumbiegel, M.D. 
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Med. Dir. James P. Leake, USPHS, Ret. 

Brig. Gen. Albert G. Love, USA, Ret. 

Brig. Gen. Harold C. Lueth, MC, USAR 

Maj. Gen. George F. Lull, USA, Ret. 

Med. Dir. William J. McAnally, Jr., USP- 
HS 

Col. William J. McConnell, MC, AUS 

Maj. Keith McKesson, MSC, USAR 

Lt. Cdr. Perry J. Manheims, MC, USNR 

Med. Dir. Edward R. Marshall, USPHS, 
Ret. 

Capt. L. B. Marshall, MC, USN 

Col. James A. Mattison, MC, USAR 

Lt. Col. M. H. Merchant, MC, RI, NG 

Dr. Ulysses G. B. Meyer, Sr. 

Col. Henry W. Meyerding, MC, USAR 

Med. Dir. Knox E. Miller, USPHS 

Maj. Roland B. Mitchell, USAFR, MSC 

Maj. Ernest L. Mock, MC, AUS 

Col. William H. Moncrief, USA, Ret. 

Col. Bennie A. Moxness, USAF, MC, Ret. 

Col. Charles R. Mueller, USA, Ret. 

Capt. George H. Mueller, MC, NJ, NG 

Dr. James C. Munch 

Col. Pleasant P. Besbitt, MC, USAR 

Capt. J. F. Neuberger, MC, USN 

Dr. Theo. W. Neumann 

Cdr. D. H. Noble, MC, USN, Ret. 

Col. Frank G. Norbury, MC, USAR 

Maj. Gen. Dan C. Ogle, USAF, Ret. 

Col. Eugene L. Opie, MC, USAR 

Col. Harold G. Ott, DC, USA 

Surg. Gen. Thomas Parran, USPHS, Ret. 

Lt. Col. L. B. Peck, USA, Ret. 

Dr. George E. Pender 

Lt. Col. Lewis S. Pilcher, MC, AUS 

Col. Edward W. Pinkham, MC, USAR 

Lt. Col. Henry Pleasants, Jr., MC, USAR 

Hildrus A. Poindexter, M.D. 

Col. L. R. Poust, MC, USA, Ret. 

Rear Adm. H. Lamont Pugh, MC, USN, 
Ret. 

Col. Edwin J. Pulaski, MC, USA 

Capt. T. W. Raison, MC, USN, Ret. 

Maj. Gen. Charles R. Reynolds, USA, Ret. 

Med. Dir. Joseph R. Ridlon, USPHS 

Maj. Gen. Paul I. Robinson, USA, Ret. 

Brig. Gen. Frederick F. Russell, MC, US- 
AR, Ret. 


Ist Lt. Eric A. Sailer, CAP 

Brig. Gen. Lucius A. Salisbury, NY, NG, 
Ret. 

Col. Louis F. Saylor, MC, USA 

Lt. Col. Evan W. Schear, U~ AF, MC 

Surg. Gen. Leonard A. Scheele, USPHS, 
Ret. 

Col. A. E. Schlanser, MC, USA 

Col. Carl J. Schopfer, MC, NJ, NG 

Capt. John R. Seal, MC, USN 

Capt. A. H. Sewing, MC, USAR 

Maj. Edward A. Sharp, MC, USAR 

Dr. William G. Shemeley, Jr. 


_ Capt. Charles W. Shilling, USN, Reet. 


Brig. Gen. M. A. W. Shockley, USA, Ret. 

Lt. Col. Henry Sigmond, MC, USA, Ret. 

Col. Robert Skelton, MC, USA, RET. 

Joseph Edwin Smadel, M.D. 

Col. F. L. Smith, MC, USAR 

Dr. Perry C. Smith 

Col. William H. Smith, MC, USA, Ret. 

Maj. Gen. Howard McC Snyder, USA 

Lt. Israel H. Spector, MC, USAR 

Lt. Col. H. A. Spilman, MC, USAR 

Lt. Henry A. Springer, MC, USAR 

Maj. Gen. M. C. Stayer, USA, Ret. 

Maj. Floyd Stewart, MC, USAR 

Col. Milton I. Strahl, MC, USAR 

Dr. Sidney Strauss 

Capt. M. A. Stuart, USN, Ret. 

Col. Arthur N. Tasker, USA, Ret. 

Brig. Gen. Carl W. Tempel, MC, USA 

Dr. Phillips Thygeson 

Col. Frank M. Townsend, USAF, MC 

Col. William H. Triplett, AUS, Ret. 

Henry Turkel, M.D. 

Lt. J. W. Turman, MC, USAR 

Maj. Gen. H. H. Twitchell, USAF, MC 

Capt. Frank B. Voris, MC, USN 

Brig. Gen. Victor D. Washburn, Del., NG, 
Ret. 

Dr. James M. A. Weiss 

Col. J. Ralston Wells, AUS, Ret. 

Maj. Gen. Ralph C. Williams, USPHS 

Brig. Gen. John R. Wood, USA, Ret. 

Carl B. Young, M.D. 

Note: The Secretary of the Association of Mili- 


tary Surgeons will appreciate being notified of any 
corrections to the above list. 
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NEW BOOKS 


Books May Be Ordered Through The Association 


Medical and Biological Research in Israel, Edited 
by Moshe Prywes. 62 contributors. Obtainable 
through Grune & Stratton, Inc., New York. 
Price $8.00. 

The Management of Fractures and Soft Tissue 
Injuries, By the Committee on Trauma, Ameri- 
can College of Surgeons. Based on An Outline 
of the Treatment of Fractures, 7th Ed. and Early 
Care of Acute Soft Tissue Injuries, 2nd Ed. 
(Available at $1.75 and $2.25, respectively, in 
separate books.) W. B. Saunders Company, Phil- 
adelphia, London. Price $5.00. 

Atlas of Clinical Hematology, By Katsuji Kato, 
Ph.D., M.D. Grune & Stratton, New York and 
London. Price $25.00. 

Fundamentals of Chest Roentgenology, By Ben- 
jamin Felson, M.D. W. B. Saunders Company, 
Philadelphia and London. Price $10.00. 

Chemotherapy in Emotional Disorders, The psy- 
chotherapeutic Use of Somatic Treatments. By 
Frederic F. Flach, M.D., F.A.P.A., and Peter F. 
Regan, III, M.D., F.A.P.A. McGraw-Hill Book 
Company, Inc., New York, Toronto, London. 
Price $10.00. 

Pseudomonas Aeruginosa Infections, By Claude E. 
Forkner, Jr., M.D. Grune & Stratton, New York 
and London. Price $5.25. 

A Practice of General Anaesthesia for Neurosur- 
gery, By Robert I. W. Ballantine, M.R.C.S., 
L.R.C.P., D.A., F.F.A.R.C.S., with collabora- 


tion of Ian Jackson, M.R.C.S., L.R-C.P., D.A. 
Little, Brown and Company, Boston. Price $6.50. 
Clinical Orthopaedics, No. 17, Clinical Physiology 
and Pathology of Bone. J. B. Lippincott Com- 
pany, Philadelphia and Montreal. Price $7.50. 

Congenital Malformations, Ciba Foundation Sym- 
posium. Edited by G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., M.R.C.P.; and Cecilia M. 

- O’Connor, B. Sc. Little, Brown and Company, 
Boston. Price $9.00. 

Human Pituitary Hormones, Ciba Foundation Col- 
loquia on Endocrinology. Vol. XIII. Edited by 
G. E. Wolstenholme, O.B.E., M.A., M.B., 
M.R.C.P., and Cecilia M. O’Connor, B. Sc. Lit- 
tle, Brown and Company, Boston. Price $9.50. 

Progress in. Lxperimental Tumor Research, Edited 
by F. Homburger, M.D., 18 contributors. J. B. 
Lippincott Company, Philadelphia and Montreal. 
Price $22.00. 

Adventure to Motherhood. Picture Story of Preg- 
nancy and Childbirth. By J. Allan Offen, M.D. 
Taplinger Publishing Co., Inc., New York. Price 
$2.95, 

Care of the Well Baby, Medical Management of 
the Child from Birth to Two Years of Age. By 
Kenneth S. Shepard, M.D., 9 contributors. Fore- 
word by Wilburt C. Davison, M.D., D.Sc., LL.D. 
J. B. Lippincott Company, Philadelphia and Mont- 
real. Price $3.25. 


===> 


POSITION AVAILABLE 


An experienced, well qualified, actively interested Flight Surgeon certified by the American Board of 
Aviation Medicine in Preventive Medicine, or Board Eligible, is needed for full time participation in applied 
research and clinical field work. Existing Security Clearance highly desirable. Preferably under 45. In 
Southwest with stimulating association in related multidisciplinary fields. Replies confidential. 

A. H. Schwichtenberg, M.D., 4800 Gibson Blvd., S.E., Albuquerque, New Mexico. 
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BOOK REVIEWS 


VISION OF THE AGING PaTIENT. An Optometric 
Symposium. Edited by Monroe J. Hirsch and 
Ralph E. Wick. 15 contributors. 328 pp. Chilton 
Company, Philadelphia and New York. Price 
$7.50. 

The names of the various chapter writers are: 
Archer, Bartley, Eakin, Ellerbrock, Hofstetter, 
Koetting, Mazow, Morgan, Neill, Rosenbloom, 
Shlaifer, Weimer, and Weymouth. 

The book deals with the physiological and ana- 
tomical changes with age, psychological aspects of 
aging, refractive state and visual acuity in age, the 
anomalies of accommodation and the neuromuscular 
system, the pathology of the eye in age, the par- 
tially sighted older patient, the bedfast or invalided 
patient, the governmental and private assistance 
programs for the aged or blind, and management of 
the aging patient in practice. 

This book is actually an optometric symposium 
written by optometrists for optometrists. It is 
somewhat abridged in chapters dealing with the 
physiological and anatomical changes with age and 
pathology of the eye in age. The chapters that are 
the best written ones are those that have to do with 
adjustment of the spectacles for the aged and gov- 
ernmental and private assistance programs for the 
aged or blind. The chapter on anomalies of accom- 
modation and the neuromuscular system is written 
in simple style. The chapter on refractive state and 
visual acuity in age is discussed in textbook style. 
The chapter that should be mentioned especially is 
the one dealing with the social and vocational re- 
habilitation of the blind and partially sighted older 
patient. This chapter written by Alfred A. Rosen- 
bloom, Jr. is an especially good one. The bibliog- 
raphy is very good and is another feature that will 
be helpful to the reader who wishes to go beyond 
the information given in this well written textbook 
of visual geriatrics. 

Cot. Rotanp I. Pritikin, MC, USAR 


INJURIES OF THE BRAIN AND SPINAL CorD AND 
THEIR CovertNncs. Edited by Samuel Brock, M.D., 
31 contributors. 739 pp., illust. Springer Publish- 
ing Co., Inc. New York. Price $18.50. 

This, the fourth edition of a well established 
book, shows extensive revision and updating of 
material, covering in details the subjects of eti- 
ology, diagnosis, treatment, pathology, and end re- 
sults of brain and cord injury. Thirty-one distin- 
guished contributors have produced a book note- 


worthy for its clarity and conciseness, practical use- 
fulness, and for the fact that there is so little 
overlap of statements. 

The importance of trauma to the central nervous 
system has rapidly increased in the past two dec- 
ades, so that the subject is properly kept fresh in 
the minds of all in the medical field who must be 
concerned with it. The present edition of this book 
no longer contains material on the medico-legal 
aspects of injury, but there are entirely new chap- 
ters on the treatment of post-traumatic meningitis, 
bladder pathology, and some special problems of 
the paraplegic patient. There is extensive discussion 
of the subject of mental change which may or not 
be related to trauma, as well as the social impli- 
cations of the results of such trauma. There is 
much excellent material on intracranial hemorrhage 
in its va‘ious forms as well as on the diagnosis, 
pathology and treatment of neuroses directly the 
result of the trauma. This reviewer is struck by 
the fact that each clinical entity is depicted by a 
“style” which seems to pervade the book: the 
reader can “see” the injured patient, the tissue 
changes, and the clinical residuals almost as if he 
were making slow, detailed ward rounds. It is al- 
together a rich and fact-filled book, somewhat 
didactic, but never arbitrary. References to the 
literature are extensive and up-to-date. It contains 
relatively few illustrations. 

JoHN Martin, M.D. 


HANbDBOOK OF NEUROLOGICAL DraGNostic MeETH- 
ops. Edited by Fletcher McDowell, M.D., and 
Harold G. Wolff, M.D. 201 pp., Illustrated. The 
Williams & Wilkins Company, Baltimore. Price 
$4.50. 

After perusing this manual one should obtain 
essential knowledge of the neurologic examination 
and ancillary diagnostic procedures pertaining 
thereto. The manner of presentation, with its care- 
ful elucidation of basic material, indicates that it is 
directed primarily towards the medical student. 
There are concise discussions of skull x-rays, 
pneumoencephalography, arteriography, myelog- 
raphy, etc. Typically, a short chapter on spinal 
puncture points out pertinent features—including 
the inadvisability of performing lumbar punctures 
on weekends if the situation permits otherwise. 

In the latter part are brief but well-handled sec- 
tions on diagnosis and management of neurological 
emergencies; such as coma, delerium, acute head 
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injury and status epilepticus. The manual is con- 
cluded by a list of questions germaine to the nerv- 
ous system; those interested in obtaining a present 
day working knowledge of neurology might do well 
to read these questions and answer them. Medical 
students, interns and physicians who need to review 
some fundamentals of neurology, with particular 
emphasis on the examination and its various meth- 
odologic counterparts, may wish to acquire this 
modestly priced book. 
Lr. Cot. ArtHuR J. Levens, MC, USA 


An ATLAS OF NEUROSURGICAL TECHNIQUES, by 
James L. Poppen, M.D., 522 pages, | illustrated. 
W. B. Saunders Company, Philadelphia. Price 
$28.00. 


For some years there has been a great need for a. 


good exposition of the various operative techniques 
of neurosurgery. Dr. Poppen is a master of tech- 
niques, and he has compiled within this volume the 
majority of the procedures used in the practice of 
neurosurgery. 

The format of the book features illustrations of 
the steps of the operative procedure arranged in 
chronological order. On the facing page are terse 
descriptions of the illustrations. This results in an 
attractive presentation which is easily read and 
readily accessible for reference. 

The text appears to be intended primarily for 
the neurosurgical resident. Unfortunately, there is 
no discussion of the indications for the operative 
procedures. Occasionally, important considerations 
are omitted and steps suggested which, in the hands 
of an inexperienced operator, could lead to unde- 
sirable results. The author’s laudable economy of 
description is thus a double-edged sword. 

The illustrations are generally good. They are 
the work of several artists. Some of the drawings 
are ambiguous in content, and a number contain 
gross anatomical errors. The section on intracranial 
aneurysms is particularly undesirable in this respect. 
Some of the illustrations are too diagramatic to be 
of real help to the surgeon at the operating table. 

Sections devoted to the treatment of facial pain, 
surgery of the sympathetic nervous system, and 
malignant exophthalmos are well described and 
illustrated. 

The problem of open wounds of the head is 
ignored. 

The book is an attractive presentation of many 
of the operative techniques commonly used in 
neurosurgery. When used with caution, it will prove 
of value to the neurosurgical resident. 

Lr. Cor. G. J. Hayes, MC, USA 


Orrice Diacnosts. By Paul Williamson, M.D. 470 
pp., illus. W. B. Saunders Company, Philadelphia 
and London. Price $12.50. 

This is a clearly written, highly readable, im- 
portant text compiled by a general practitioner of 


medicine in Texas. It is unusual in that no refer- 
ence list is appended, since the author has collected 
his personal practical experiences in office diagnosis. 
He has learned effective diagnosis through many 
years of contact with patients and by his close 
associations with other doctors in practice as well 
as the teaching fields. 

The book is well organized into twelve chapters 
with headings including: Nonspecific Symptoms, 
Dermatologic Symptoms, Cardiac Symptoms, Di- 
gestive Tract Symptoms, et cetera. Dr. William- 
son presents the finer aspects of the art of medicine 
combined with sound scientific clinical data: 

His office patient must surely feel that he is re- 
ceiving the best possible medical care. The doctor 
shows how complete an office general practice can 
be, though avoiding treatment of cases that defi- 
nitely should. be in a hospital. 

Office Diagnosis is recommended for all general 
practitioners of medicine because it points the way 
to an objective diagnosis as a basis for proper 
therapy. Superficial symptomatic treatment is not 
condoned as a rule. 

Cort. U. Rosperr MertKancas, USA, Ret. 


Bepsip—E Dracnosis. 5th Ed. By Charles Seward, 
M.D., F.R.C.P. 479 pp. The Williams & Wilkins 
Co., Baltimore, exclusive U. S. agents. 

The size and format of this volume adapts itself 
readily to its general intent of quick reference to 
the student for evaluation of frequently occurring 
symptoms and signs. 

Of particular value were the chapters on Pain, 
with the accompanying figures on nerve distribu- 
tion which were clear and accurate. Each chapter 
was preceded by a "Synopsis of ‘Causes,” which 
was felt to be extremely valuable in accomplishing 
its purpose of quick reference. Because of its brief- 
ness, various causes related to symptoms described 
were incomplete, but generally the purpose of di- 
recting the student or practitioner to common 
causes of symptoms was achieved. 

Included, and with reason, was a chapter on 
“Drugs Considered As Causes of Symptoms,” 


which consisted of seven pages. It ‘was felt that 


since so frequently drugs are the causes of disease, 
a more complete treatment of the subject should 
have been undertaken. 

A short chapter on “Some Uses of Radioactive 
Isotopes in Diagnosis” was included, and seemed 
out of place in a volume intended for the student or 
practitioner in a situation away from his more 
exotic equipment. 

The chapter on “Normal Values” was well done, 
with the frequently-needed results of laboratory 
procedures clearly and well tabulated. 

The book is of value mainly to the medical stu- 
dent, intern or general practitioner. It is well or- 
ganized, well presented, and its size makes it par- 
ticularly useful on the book shelf or in the pocket; 
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its readability is generally excellent, and its format 
practical and brief. It would seem that a volume of 
this sort might benefit from correlation and refer- 
ence to other more extensive works, where the in- 
terested individual might search for additional 
needed information. 

Jose L. Sirva, M.D. 


Nine Montus To Go. By Robert McNair Mitchell 
‘and Ted Klein. 224 pp. J. B. Lippincott Co., 

Philadelphia. Price $3.95. 

This book contains advice for expectant mothers 
and expectant fathers. There are 24 chapters. Here 
are the most frequently asked questions with their 
answers. This is a course in Mother and Baby 


Care. 
REB 


PATHOGENESIS AND TREATMENT OF OCCLUSIVE 
ARTERIAL DIsEASE. Proceedings of a Conference 
held in London, 1959. Edited by Lawson Mc- 
Donald. 237 pp., illustrated. J. B. Lippincott 
Company, Philadelphia and Montreal. Price $5.00. 


This book gives the proceedings of a Conference 
held in London at the Royal College of Physicians, 
13-14 November 1959. Renowned pathologists, sur- 
geons, and cardiologists of the London, Oxford, 
and Edinburgh schools contributed to this confer- 
ence. The studies were well conceived and carried 
through, the technics up-to-date and beautifully 
described, the conclusions were warranted and con- 
servative. It is an excellent review of the present 
status of this problem. 

Under pathogenesis, G. J. Popjak of London dis- 
cussed the possibility of employing farnesoic acid 
and its analogues (including Merck 29) in the in- 
terruption of cholesterol synthesis at the farnesyl- 
squalene level. 

Some of the statements regarding cerebro-vascu- 
lar disease are: (1) angiography is the most valu- 
able single study to localize the occlusion; (2) sur- 
gery for primary intracerebral hemorrhage is not 
too successful; (3) in carotid artery stenosis about 
half the cases have a cervical systolic murmur; (4) 
anticoagulation is not indicated in stroke. 

Regarding coronary artery disease, conclusions 
are: (1) the only proven dieto-therapy to date is 
under-nutrition plus low animal fat; (2) lipid levels 
are lower and fluctuate with the level of estrogen 
secretion. 

There is restatement of the almost forgotten fact 
that pedal pulses increase after exercis2 in the nor- 
mal, but decrease in occlusive disease. The specific 
effects of sympathectomy are debated, however, 
there was agreement in denying any effect on inter- 
mittent claudication. 

This is an excellent review of the present status 
of the problem. 

Lr. Cot. R. B, Franxurn, MC, USA 


MANUAL oF HisToLoGic AND SPECIAL STAINING 
Tecunics. 2nd Ed. Armed Forces Institute of 
Pathology, Washington. 207 pp., four plates, 
three in color. McGraw Hill Book Co., Inc. New 
York. Price $5.50. 
The few revisions and additions which differ- 

entiate this edition from the first one published in 

1957 include a black and white and a color plate 

change, instructions for mounting microscopic sec- 

tions on both plastic film and 35 mm film for more 
compact filing, Hart’s elastic stain, the acid orcein- 

Giemsa stain and the Gridley stain for E. Histolytica 

in tissue sections. Otherwise, the format has been 

maintained. 

A vastly improved assemblage of the manual 
offers an attractive, durable cover and a sturdy 
spiral binding. 

This manual remains basically the one prepared 
in preliminary fashion by Mary Francis Gridley be- 
fore her untimely death at the close of 1954. The 
paucity of revision needed at this time is a tribute 
to the excellence of her original compilation made 
while she headed the Histopathology Laboratory 
at the Armed Forces Institute of Pathology. 

No peer to this second edition is to be found. Its 
coverage of tissue preparation and processing, 
preparation of sections, and basic and special stain- 
ing technics make it the most valuable histopa- 
thology bench reference available today. The meth- 
ods recorded have been in use for many years at 
the AFIP and, therefore, they can be considered 
“time-tested.” Instructions for each process or 
staining procedure are clear and complete; adapta- - 
bility of technics to general hospital laboratory use 
has been aided by modifications developed by the 
AFIP technical staff. 

Rosert F. Ditton, M.D. 


Sea WirHIn. The Story of Our Body Fluid. By 
William D. Snively, Jr., M.D. 150 pp., 55 figs. 
J. B. Lippincott Company, Philadelphia and Mon- 
treal. Price $3.95. 

The sea was the mother of animal life and Dr. 
Snively describes how man’s body fluids show their 
kinship with it. He gives a simple and clear ac- 
count of the physics and chemistry of fluid baiances 
in the body; the interplay of the electrolytes; and 
the importance of the cell as the fundamental ana- 
tomic and physiologic unit. He does this in language 
that can be understood by the intelligent layman as 
well as by the reader from the medical and allied 
professions such as pharmacy, dentistry, and nurs- 
ing. For the physician it is a valuable elementary 
textbook, or introduction to this field of physiology 
and clinical medicine, for the non-medical reader 
it presents a fascinating story in a relatively un- 
known area of sciences. The part played by the cell, 
the kidney, the ductless glands, and the mainte- 
nance of the acid and alkali balance are examples of 
a few of the subjects covered by the author. 
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The little book is illustrated by simple line draw- 
ings that really assist in comprehension of the 
subject and often show amusing touches of humor. 

An excellent little book in all respects. 

Capt. Louts H. Roppts, MC, USN, Ret. 


THE HuMAN B oop Prorerns. Methods of Exami- 
nation and their Clinical and Practical Signifi- 
cance. By Prof. Ferdinand Wuhrmann, M.D., 
and Charlie Wunderly, Ph.D. Translated by Har- 
vey T. Adelson, M.D. 491 pp., 179 figs. Grune & 
Stratton, New York and London. Price $15.75. 
This encyclopedic work originating in Zurich has 

been through three German editions. This transla- 

tion contains a few references as late as 1959, al- 
though the third edition from which it was taken 
appeared in 1956. Evidently there has been some 
updating in the translation. Despite the title, the 
book is concerned only with plasma proteins; it 
does not cover hemoglobin or other blood cell pro- 
teins. Otherwise the title is accurate: the first part 
of the book describes the proteins and methods for 
their study, the last part describes the clinical prob- 
lems created by protein abnormalities. The book is 


a valuable reference. 
Cot. Wa. H. Crossy, MS, USA 


PRACTICAL CLINICAL MANAGEMENT OF ELECTROLYTE 
Disorpers. By William J. Grace, M.D. 132 pp. 
Appleton-Century-Crofts, Inc., New York. Price 
$4.95. 

This is an excellent practical discussion of the 
various alterations that occur in electrolyte balance 
in several clinical conditions. Electrolyte changes 
that prevail in alkalosis, acidosis, cardiac failure, 
renal disease, diabetes, over digitalization, mag- 
nesium depletion, hyper and hypokalemia, hyper- 
ventilation and aldosteronism are well described. 
Convincing step by step illustrations of the develop- 
ment of these changes and their corrections are 
clearly illustrated. 

It would have been more logical in this review- 
er’s opinion to have Chapter 7, which gives the 
fundamentals of electrolyte alterations and their 
effects on acid-base balance, as the introductory 
chapter. This reviewer would not agree with the 
statement that 50 units of insulin per hour is all 
that a patient in a diabetic coma can handle, and 
that it represents an optimal maximum dose. In- 
sulin antagonists and binding substances are im- 
measurable factors in such situations. 

The author had succeeded very well in his at- 
tempts to produce a readily understandable and 
practical text. It is recommended to all medical 
officers who find electrolyte inbalance problems real 
complexities and seek enlightment of them. 

Juttan Love, M.D, 


Diasetic CARE IN Pictures. 3rd Ed. Simplified 
Statements with Illustrations Prepared for the 
Use of the Patient. By Helen Rosenthal, B.S., 
and Joseph Rosenthal, M.D. 237 pp., 125 illust. 
J. B. Lippincott Company, Philadelphia and Mon- 
treal. Price $4.50. 

The third edition of this well illustrated, com- 
pact textbook for diabetic patients has again lived 
up to the reputation of previous editions. 

The easy readability supplemented by effective 
and practical visual presentation of this book should 
contribute greatly toward helping the patient who 
has diabetes adjust to his disease and to help him 
lead a relatively normal life. 

The contents of the book are up to date in terms 
of oral medications and the use of exchange lists 
in a more liberal dietary management of the patient 
with uncomplicated diabetes and in planning modi- 
fied diets required by the patient with other con- 
ditions. The busy physician will welcome this book 
as a source of reference for his patients in rein- 
forcing his prescribed therapy; members of the 
allied medical professions will find it of great 
value in teaching patients, adults and children. For 
better understanding of this prevalent disease by 
lay people, this book is recommended for any public 
library; hospital libraries should have it readily 
available for their readers. 

Lr. Cot. Evetyn M. Beparp, USAF, NC 
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JUNE 10: passed 
inspection but 
couldn’t finish 
ten-mile hike. 


weight loss without duty loss 
TENUATE DOSPAN, the anorexic with no reported 


contraindications. Heart rate, blood pressure, pulse, respiration, 
ability to sleep, emotional outlook—all remain virtualiy unchanged. 
TENUATE DOSPAN, a convenient, once-a-day dosage that encourages 
regular use, can safely be used by obese cardiacs, hyperten- 
sives, and, because it does not affect blood sugar, even the dia- 
betic. So safe, pregnant patients can take it to control their weight. 
Average resultant weight loss in clinical trials: 1.9 pounds per week. 
Dosage: One TENUATE DosPAN tablet daily, swallowed whole, in mid- 
morning. Also available in 25 mg. tablets to be taken one hour 
before meals. To control nighttime hunger, an additional 25 mg. 
tablet in midevening will not produce insomnia. 

Supply: TENuATE Tablets (25 mg. each), bottles of 100 and 1000; 

TENUATE DOSPAN Tablets (75 mg. each), bottles of 100. 


AUG. 23: failed 
inspection but 
finished first 
in forced march. 


Physicians desiring a sample and literature write to 
Hospital Department 


THE WM. S. MERRELL COMPANY, Cincinnati 15, Ohio 


Division of Richardson-Merrell Inc. 


TRADEMARKS: TENUATE®, (DIETHYLPROPION), DOSPAN® (MERRELL’S CONTINUOUS RELEASE DOSAGE FORM) 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 

e no cumulative effects, thus no need for difficult 
dosage readjustments 

e does not produce ataxia, change in appetite or libido 

e does not produce depression, Parkinson-like symptoms, 
‘jaundice or agranulocytosis 

e does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. J. MARE 


Om-2058 


* Available on GSA Combinet GS-00S8-30493. 
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CLINICAL 
ARTHRITIC 


In rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 


on request. DECADRON is a trademark of Merck & Co., Inc. 


TREATS MORE PATIENTS MORE EFFECTIVELY — 


g: MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 


*From a clinical investigator’s report to Merck Sharp & Dohme. 
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benefits 

in edema, 
benefits in 
hypertension 
ylus built-in 
protection 


Photos used with permission of the patient. 


NEW : 


ESIDRIX-K 


New ESIDRIX-K provides all the oral diuretic-antihypertensive advantages of 
ESIDRIX, plus a generous potassium supplement. ESIDRIX produces marked 
excretion of salt and water in edematous patients, and in many hypertensive 
patients significantly reduces blood pressure, alone or with other antihyper- 
tensive drugs. Potassium excretion is minimal, and the built-in K supplement 
further helps eliminate problems due to potassium loss. Three ESIDRIX-K 


patient with congestive heart failure; 
ascites and 4+ edema to the knee 


tablets provide potassium equivalent to one quart of fresh orange juice; f 

ESIDRIX-K is coated to prevent gastric irritation. 

Complete information sent on request. s 

Supplied: Esidrix-K Tablets (white, coated), each containing 25 mg. Esidrix and 500 mg. 

potassium chloride. Esidrix Tablets, 25 mg. (pink, scored), and 50 mg. (yellow, scored). n 

Esidrix-K is especially indicated for patients in whom even mod- F 

erate potassium loss can cause complications, or those whose 

condition predisposes to hypokalemia. Among candidates for ae ae ae 

Esidrix-K are patients taking digitalis for congestive heart failure, : O 

those with renal or liver disease, those under long-term treatment, SUMMIT, NEW JERSEY 

and those on salt-restricted diets. u 

ESIDRIX® (hydrochtorothiazide CIBA) 2/2041MK-2 fi 
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RATIONAL THERAPY 
IN A WIDE RANGE OF 
COMMON SKIN DISORDERS 


«(NITROFURAZONE 0.2% AND HYDROCORTISONE 1%, EATON) 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS C 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY Bes 


sone with the dependable antibacterial action of FURACIN®. brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 

FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 


water-soluble. 
NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 


i 
{ 
FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- | 
| 


Products of Eaton Research 


Available on federal supply schedule, contract GS-OOS-21424 
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in the occlusive 
treatment of burns... 


“the best dressing is still 


a fine-mesh gauze lightly 
impregnated with an 
innocuous bland ointment” 


Ravdin, 1.S.: J.A.M.A. 171:1357 (Nov. 7) 1959. 


VASELINE 


PETROLATUM GAUZE U.S.P. 
STERILE 


. .. meets these criteria with its fine 
mesh (44/36) and uniformly light 
impregnation with petrolatum. It 
comes to you pretested and pre- 
packed in heat-sealed foil envelopes 
for assured sterilityat the timeof use. 
‘Vaseline’ Sterile Petrolatum Gauze 


For information and stock numbers, write to: 


Professional Products Division * Chesebrough-Pond's Inc., 485 Lexington Ave., N. Y. 17 


U.S.P. meets the specifications for 
listing in official catalogs and tables 
as Gauze, Petrolatum Impregnated 
(Petrolatum Gauze, U.S.P.) — for 
requisitioning by medical facilities 
of USA, USN, USAF, VA, and USPHS 
from their respective Supply Depots. 
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for skeletal muscle spasm 
in musculoskeletal pain 


be fitter sooner when you 
Prescribe PARAFON (2 tablets tid. o g.id.) i 
 “andinarthrits AINWAL IN with Predn | 
tablets tid. or q.i.d.) Each Pararon with 
PaRAFLEX® 125 mg., TyLENOL® 300 mg., and prednisolone 1.0 mg. 
—  - . i 


NO NEED TO WAKE HIM FOR MEDICATION... 

: IS REQUIRED 


“ PARKE, DAVIS & COMPANY | PAR KE-DAVIS | 
Detroit 32, Michigan s7ss0 
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BECAUSE... JUST QNE TABLET MAINTAINS EFFECTIVE 
SULFA ACTIVITY FOR 24 HOURS tan sian 


advantages: ECONOMY AND CONVENIENCE—1-tablet- 


®  a-day regimen reduces possibility of omitted doses, 
lets the patient sleep through the night. ENHANCED 
EFFECTIVENESS—rapid absorption together with 
slow excretion assures dependable bacteriostasis 
in urinary tract infections, certain respiratory infec- 
tions, bacillary dysenteries, as well as surgical and 
soft tissue infections caused by sulfonamide-sensi- 
tive organisms. WELL TOLERATED —low dosage and 
high solubility minimize possibility of crystalluria. 


Adult dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe infections. Maintenance — 
usually 1 tablet (0.5 Gm.) daily. Children’s dosage: According to weight. See literature for details of dosage and administration. Available: 
Quarter-scored tablets of 0.5 Gm., bottles of 24, 100 and 1,000. Available under Military Contract number V 7023 P-6440 


and for children... MIDICEL ACETYL SUSPENSION w: acetyl sulfamethoxypyridazine, Parke-Davis) tempting butterscotch 


flavor and, of course, only one dose a day. Children’s dosage: According to weight. Available: 250 mg. per 5 cc., in 4-0z. bottles. 
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when 
sulfa 
is 
your 
plan 
of 
therapy... 


Sulfamethoxypyridazine Lederle 


G 1-DOSE-A-DAY SULFA 


Rapid peak attainment in 1 to 2 hours':?... approximately one-half the time 
of other single-daily dose sulfas.? High free levels—as much as 95 per cent 
of circulating levels remaining in fully active unconjugated forms.’ Ex- 
tremely low 2.7 per cent incidence of side effects in toxicity studies on 223 
patients.* Includes total reactions (subjective and objective), all temporary 
and rapidly reversed. No crystalluria reported. 


KYNEX TABLETS, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily following an initial first day 
dose of 1 Gm. (2 tablets). 

KYNEX ACETYL PEDIATRIC SUSPENSION, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tsp, 
(5 cc.). Bottles of 4 and 16 fi. oz. 

New KYNEX ACETYL PEDIATRIC DROPS, cherry- 
flavored, 125 mg. sulfamethoxypyridazine activity per cc. In 
10 cc. squeeze bottle. 


New for acute G. U. infection AZO KYNEX TABLETS (for 
q.i. d. dosage), 125 mg., KYNEX Sulfamethoxypyridazine in 


the shell with 150 mg. phenylazodiaminopyridine HCI in 
the core. 


Precautions: Usual sulfonamide precautions apply. 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: 
Antibiotic Med. & Clin. Ther. 3:378 (Nov.) 1956. 
2. Boger, W. P.: In: Antibiotics Annual 1958-1959, 
New York, Medical Seopa. Inc., 1959, p. 48. 
3. Sheth, U. K. ; Kulkarni, B. S., and Kamath, G.': 

Antibiotic Med. & Clin.’ Ther. 5:604 (Oct.) Fioes 
4. Anderson, P. C., and Wissinger, H. A.: U.S. 
Armed Forces M. J. 10:1051 (Sept.) 1959. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


KYNEX (Sulfamethoxypyridazine Lederle) Available as Federal Stock Number FSN 6505-584-2894 
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available in 
new multi-dose vial 


Terramycin® 


BRAND OF OXYTETRACYCLINE 
INTRAMUSCULAR SOLUTION 


conveniently preconstituted 
for prompt parenteral 
administration in 


office or at bedside 


new 10 cc. vial. 
permits greater 
economy, 
convenience, and 


flexibility in dosage 


IN BRIEF 


Terramycin Intramuscular Solution, a preconstituted parenteral 
form of oxytetracycline with 2% Xylocaine* as a local anes- 
thetic, facilitates prompt initiation of broad-spectrum antibiotic 
therapy when immediate oral administration is inconvenient or 
impractical. There is a low incidence of irritation or pain at the 
injection site. Availability of the new, multi-dose 10 cc. vial 
permits greater economy, convenience, and flexibility in dosage. 
The dependability of Terramycin is based on broad antimicro- 
bial effectiveness, excellent toleration, and low order of toxicity. 
INDICATIONS: All oxytetracycline indications whenever ‘nitial or 
continuing therapy with I.M. injection is indicated. Compatible 
oral therapy may then be given with Cosa-Terramycin® Capsules 
or Cosa-Terrabon® Suspension. Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, spirochetes, and 
large viruses, Terramycin therapy is indicated in a great variety 
of infections due to susceptible organisms. These include infec- 
tions of the respiratory tract, ophthalmic and otic infections, 
gastrointestinal infections, genitourinary infections, soft-tissue 
infections, and many others. 

ADMINISTRATION AND DOSAGE: For intramuscular injection only. 
Unless otherwise specified, a dose of 100 mg. every 8-12 hours, 
or a single daily dose of 250 mg. should be adequate for most 
mild or moderately severe infections. In severe infections, 
100 mg. every 6-8 hours or 250 mg. every 12 hours may be 
necessary. Dosage for infants and children is proportionately 
less and should be determined in accordance with age and 
weight of the patient, and severity of infection. 

SIDE EFFECTS AND PRECAUTIONS: Aside from occasional mild 
pain at injection site, adverse reactions (including allergic) 
have been rare. As with all I.M. preparations, injection should 
be made within the body of a relatively large muscle. After inser- 
tion of needle, aspiration should be attempted before injecting 
to avoid inadvertent administration into a blood vessel; care 
should always be taken to avoid injecting into a major nerve or 
its surrounding sheath. Subcutaneous and fat-layer injection 
may cause mild pain and induration, which may be relieved by 
an ice pack. 

Use of antibiotics may result in an overgrowth of nonsusceptible 
organisms—particularly monilia and resistant staphylococci. If 
a new infection caused by a resistant pathogen appears, dis- 
continue the medication and institute appropriate specific ther- 
apy as indicated by susceptibility testing. 

SUPPLIED: Terramycin Intramuscular Solution is available in 
the new 10 cc. multi-dose vial, providing five 2 cc. doses, 
50 mg./cc., and in 2 cc. prescored glass ampules, containing 
100 mg. and 250 mg., packages of 5 and 100. For maximum 
rapidity of effect—Terramycin Intravenous, in vials of 250 mg. 
and 500 mg. (buffered with 1 Gm. and 2 Gm. ascorbic acid 
respectively). Available for oral therapy: Cosa-Terramycin® 
Capsules, 250 mg. and 125 mg.; Cosa-Terrabon® Oral Sus- 
pension (preconstituted), 125 mg. per 5 cc. teaspoonful, in 
bottles of 2 oz. (60 cc.) and 1 pint; Cosa-Terrabon® Pediatric 
Drops (preconstituted), 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper. In addition, a 
variety of other systemic and local dosage forms are available to 
meet specific therapeutic requirements. 

More detailed professional information available on request. 
*Xylocaine® is the trademark of Astra Pharmaceutical Products, Inc. for 
its brand of lidocaine, 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


The muscle relaxant with an independent pain-relieving action 


WwW) Wallace Laboratories, Cranbury, New Jersey 


pain and spasm fast, effectively .. . 
give your patient the two things he want 
most: relief from pain and rapid return tm 
full activity. 
Soma is notably safe. Side effects are raré 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


(carisoprodol, Wallace) 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome patients 
required an average of 41 days for 
full recovery (range: 3 to 90 days). 
The addition of Soma therapy in this 
comparative investigation reduced 
the average to 11.5 days (range: 2 to 
21 days). With Soma, patients aver- 
aged full recovery 30 days sooner. 


on the pathogenesis : 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment farin im 
excess of that encountered in much larger lesions 3 
in the cortex.”1 
The “exquisite sensitivity”? of the medulla to % 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the ¥ 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that } 
many, perhaps most, cases of human pyelone- 9 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.”3 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration @ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


* NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 


Available on federal supply schedule, contract GS-OOS-21424 


Astra P 


2 
| yl 
durit 
Compos 
Caton Dose: 


Xylocaine*Jeliy, topical anesthetic, brings fast and long lasting relief and relaxation 


during painful cystoscopy, sounding, and catheterization. Its water-soluble 
base adheres to the urinary mucosa; it is nonstaining, nonirritating, nonsensitizing. 
Xylocaine Jelly lubricates as well as anesthetizes to facilitate instrumentation. 


Composition: Xylocaine Jelly contains 2% Xylocaine hydrochloride in a Sterile, aqueous vehicle of suitabie viscosity. 
Dose: 5 cc. to 30 cc. is applied topically, depending on the procedure. Available in 30 cc. collapsible tubes. 
Astra Pharmaceutical Products, Inc., Worcester 6, Massachusetts, U.S.A. *U.S. Pat. No. 2,441,498. Made in U.S.A. 
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can- 
and should- 
adjust 
dosage 

with Orinase 
just as 

you do with 
insulin 


Prescribe enough 
Orinase to 
release enough 
native insulin 


A slight upward adjustment of 
Orinase dosage is often the 
only step needed to establish 
or regain optimum control of 
diabetes. The increase serves 
to make available the amount 
of Orinase-released native 
insulin required by the 
patient. The change may be 
made freely, to 3 grams or 
more a day, because Orinase 
has virtually no “ceiling” 
imposed on dosage by toxicity 
or untoward effects. 


To maintain smooth control, 
to avoid needless “secondary 
failures,” give sufficient 
Orinase to meet the varying 
needs of different patients 
or the varying needs of an 
individual patient. 

1, CASE DATA COURTESY HENRY DOLGER, M.D. 


EACH TABLET CONTAINS: 
TOLBUTAMIDE .. 0.5 GM. 


“Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohn . 


Available from your medical supply depot— 
FSN 6505-660-1600 and Veterans 
Administration depot—stock No. 1323735 


Orinase (grams| day) 
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App ual. closes used to maintain optimum control 

iff patient J.S., male, age 54* 

THE UPJOHN COMPANY, 
KALAMAZOO, MICHIGAN 


For those 
diabetics who 
wor't stick 

to their diets, 

add appetite- 
suppressing 
Didrex} 
(benzphetamine, 
50 mg. per tablet). 


An exclusive methyl “governor” 
prevents hypoglycemia 


tTrademark 
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(Brand of mepivacaine hydrochloride) 


a unique local anesthetic 
with 


outstanding features.’” 


Carboeaine combines the best characteristics 
of older local anesthetics with exceptional new 
advantages. 
More potent 
than procaine or lidocaine.” 
e 
Quicker onset of anesthesia 
than obtained with other agents.* 
e 
More prolonged anesthesia 
— lasts several hours.’** 
e 
Greater safety 
—low toxicity, virtually no vasodilatation,” 
epinephrine generally not required. 


Local anesthesia extended 
to many more 
patients and procedures.** 


Greater stability 


—no risk of decomposition or loss of potency. 


Carbocaine (brand of mepivacaine), trademark reg. U.S. Pat. Off. 


Carbocaine has been found suitable for eld- 
erly or poor risk patients, for patients with 
epilepsy or cardiac disease, as well as for 
many others in whom potent anesthetics are 
generally contraindicated. 


For infiltration and nerve block, caudal and 
peridural block, and therapeutic block in 
management of pain. 


How Supplied: For infiltration and nerve 
block: Carbocaine hydrochloride, 1 per cent 
and 2 per cent, in sterile saline solution, in 
multiple dose vials of 50 ce. For caudal and 
peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, 
in single dose vials of 30 ee. 

References: 1. Sadove, M. S.: A preliminary re- 
port on Carbocaine, a new local anesthetic. Sub- 
mitted for publication. 2. Luduena, F. P.; Hoppe, 
J. O.; Coulston, F., and Drobeck, H. P.: The 
pharmacology and toxicology of mepivacaine, a 
new local anesthetic, Toxicol. § Appl. Pharmacol. 
To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm 
block with Carbocaine (mepivacaine), a new 
anesthetic agent, Anesth. g Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
neuen Lokalanestheticum, Anaesthesist 6:364, 


Oct., 1957. i 
Laboratories 
New York 18, N. Y. 
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potent antihistaminic—relieves nasal stuffi- 


ness, sneezing, lacrimation, itching, and 


bronchial congestion 

proved expectorants —liquefy and loosen tena- 
cious mucus... help clear the respiratory tree 
time-tested antispasmodic —decreases brencho- 
spasm; helps quiet the cough reflex 
pdlatabie demulcent — raspberry-flavored 
syrup soothes raw, irritated throat mem- 
branes ... pleasant taste is readily aeceptable 


to patients of all ages 


BENYLIN EXPECTORANT contains in each fluid- 
ounce; 
Benadryl® hydrochloride 

(diphenhydramine hydrochloride, Varke-Davis) 
Ammonium chloride .. . 
Sodium citrate 
Chloroform 
Menthol 
supplied: BENYLIN. EXPECTORANT is available in 16- 
ounce and 1-gallon bottles. 27080 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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A 
SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 


D Laboratories 


DEPT M-1260 
DETROIT 27, MICHIGAN 


12850 MANSFIELD 
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iT 
acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) Tablets 
Trancoprin’ 
| interrupts 
the pain cycle 


at 3 points 


a? 
i 
Jee 
is 


a broad spectrum 
non-narcotic analgesic 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm!“ 
and quiets the psyche.?*>7 

The effectiveness of Trancoprin has been demonstrated clinically*® in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,° Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “... will 
prove a valuable and safe drug for the industrial physician.”® 


Exceptionally Safe 

No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.®° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Indications 

Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—» spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


Dosage 

_ The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


How Supplied 
Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


T rancoprin Tablets / non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. es. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin \V. G., and Epi{sno, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oci., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An eveiuation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(|,)uthnop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chiormezanone) trademarks reg. U.S. Pat. Off. ” 
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For Financial Peace of Mind 


When Disabling Accidents or illnesses Strike 
The Group Insurance Program of 
The Association of Military Surgeons of the U. S. 


. . unreservedly recommended—N.Y. 
. . the method in which my claim was handled was exemplary—Pa. 
. an excellent job of handling my claim—New Mexico 
. most eilicient—N.J. 
. the first of three companies to pay my claim—IIl. 
. the courtesy, service and prompt settlement cannot be adequately described—N.Y. 


. I cannot adequately express my appreciation and gratitude—Alaska 
. I have a special reason for being particularly satisfied—N.C. 
. It’s a real pleasure to do business with an organization such as yours—Wis. 


1. GROUP DISABILITY PLAN* 
2. GROUP HIGH LIMIT ACCIDENTAL DEATH & DISMEMBERMENT PLAN* 


Write to The Association of Military Surgeons of the U. S. 


ASSOCIATION SERVICE OFFICE 
Suite 914 1500 Walnut Street 
Philadelphia 2, Pa. 
* Applications for coverage accepted from those members in a civilian status under Age 60 for 
Plan 1, Age 70 for Plan 2. 


| youre going INFORMATIVE—EDUCATIONAL 


| 
you’re going to the HOSPITAL 


A BOOK FOR THE PATIENT 


An easy-to-read explanation of what he may expect 
when he goes to the hospital. 


Its authoritative coverage will: 
© help solve the problems of patients 


By 

save much professional time 

eliminate long explanations 
Vincent J. Bagli, M.D. (194 pages, illustrated) 
Ulustrated by . . . a Splendid job in assembling a vast quantity of 

Wesley A. Roads, M.D. information about the hospital... .” 
i F wvenont by “The book certainly provides a real understanding of 
Maj. Gen. O. K. Niess, what hospital care is all about... .” 


Surgeon General, 


U. S. Air F 
ae Single copies $1.00 Net. (Quantity quotations on request) 


ASSOCIATION OF MILITARY OF THE UNITED STATES 


“SUITE 718, 1726 EYE STREET, N. W.) WASHINGTON 6, D. C. 
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| an antibiotic capsule 
with an added 
measure of protection 


AGAINST RELAPSE —up to 6 days’ activity 
with 4 days’ dosage 
AGAINST “PROBLEM” PATHOGENS ~— uniformly 
sustained peak activity 
3 AGAINST SECONDARY INFECTION —full antibiotic 
response 
* DISTINCTIVE, DRY-FILLED, DUOTONE RED CAPSULES — 


~ 150 mg., bottles of 16 and 100. Dosage: 1 capsule (150 mg.) 


four times daily. Precautions: As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vagi- 
nitis or dermatitis. A photodynamic reaction to sunlight has been observed in a 
few patients on DECLOMYCIN. Although reversible by discontinuing therapy, pa- 
tients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
occurs, discontinue medication. Overgrowth of nonsusceptible organisms is a pos- 
sibility with DECLOMYCIN, as with other antibiotics. The patient should be kept 
under constant observation. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. C Leonie) 


Declomycin (Demethylchlortetracycline Lederle) available as GS No. GS-OOS-30416 
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After a history and a physical ruled out organic 
disease, the physician diagnosed the case as recurring 
states of anxiety. To relieve these symptoms for this 
busy housewife, he prescribes Meprospan-400, the 
only meprobamate in sustained-release form. 


Calm and relaxed, the patient is no longer upset 
by the pressures and irritations met in everyday life, 
nor is she likely to be incapacitated by autonomic 
disturbances, drowsiness, ataxia or other untoward 
reactions. 


As directed, the patient takes one Meprospan-400 


Peacefully asleep, the patient enjoys beneficial rest 
...Meprospan-400 has relieved the tensions that 
previously prevented sleep or kept her tossing and 
turning throughout the night. 


Qi} WALLACE LABORATORIES / Cranbury, N. J. 


capsule at breakfast. Her symptoms of tension and 
nervousness are soon relieved, and she will not have 
to remember to take another capsule until dinner- 
time. 


Alert and attentive, the patient participates in a 
P.T.A. meeting, following her second capsule of 
Meprospan-400 taken with the evening meal. 
Meprospan-400 does not decrease her mental 
efficiency or interfere with her normal activities or 
behavior. 


most widely prescribed tranquilizer... 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, 
one capsule with evening meal lasts all night. Supplied: 
Meprospan-400, each blue-topped sustained-release 
capsule contains 400 mg. Miltown. Also available: 
Meprospan-200, each yellow-topped sustained-release 
capsule contains 200 mg. Miltown. For children: Cap- 
sules can be opened and the coated granules mixed with 
soft foods or liquids. 

Both potencies in bottles of 30. 


Samples and literature ilable on r t 
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for relief that lasts —longer 


allows % 
ambulation. 


Duration of relief 
exceeds that 
provided by any 


other steroid HYDELTRA-T.BA. 
ester (13.2 me) 


Hydrocortisone Acetate! 


Rheumatoid arthritis 
Osteoarthritis 
Aoute gouty arthritis 

Bursitis 

Sprains 
Tendinitis 

Trigger finger. _ 

Peritendinitis’ 
Trigger points 
Tenniselbow 
Lumbosacra | strain. 

- Capsulitis 
Frozen shouldef 
Coccydynia 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata. 

syndrome 
Collateral ligament. 
Strains 

Radiculitis 

Osteochondritis 

Ganglia 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 
Supplied: Suspension ‘ayDELTRa’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-cc. vials. 


DIVISION OF MERCK &CO., INC, 
PHILADELPHIA 1, PA. 


{00 
relieves pain - 
of Swelling 
} 
(6 days—37.5 mg.) 
Prednisolone Acetate’ (8 days—20 mg.) 
MERCK SHARP & DOHME 


A TEXTBOOK THERAPY FOR ASTHMA 


Just 3 to 6 inhalations of Vaponefrin relieve bronchospasm 
and restore breathing comfort 


_.the greatest improvement (in vital 
capacity-time relationship) 
1 
) occurs during the first second.” 
Unsurpassed record of efficacy and safety 
Vaponefrin Solution (racemic epinephrine)... 
e “The preparation we have found most effective is 
called ‘Vaponefrin’.’’ 
e “The deposition of a fine bronchodilator mist [such 
as Vaponefrin] on the mucosa of the bronchi and 
bronchioles of the respiratory tract presents many 
significant advantages over the parenteral use of 
epinephrine.””* 
@ May be used by hypertensive and cardiac patients; 


no appreciable effects on blood pressure, peripheral 
resistance, C.N.S., with ordinary doses.2 


Produces particles of critical micrometric 
accuracy, for maximum efficacy 

Vaponefrin Nebulizer... 

e Its exclusive baffle produces a voluminous mist of 
particles with average radii of 1 micron. 

® Only particles in this range can penetrate smaller 
bronchioles and alveoli for almost instantaneous 
effect.} 

Professional literature and a complimentary office demon- 
stration set available on request. 


Supplied: Solution (2.25%) racemic epinephrine hydro- 
chloride, bottles of 7.5, 15 or 30 cc.; Nebulizers, Standard 
size and conveniently-carried Pocket size. Also Vaponefrin 
Aerosol Unit (Nebulizer and Solution). 


References: 
1. Segal, M. S., and Dulfano, M. J.: Chronic Pulmonary Emphysema, New York, 
Grune & Stratton, 1953, p. 99. 2. Farber, S. M., and Wilson, R. H. L.: Ann, J 
Int. Med. 50:1241, 1959, 3. Barach, A. L., and Cromwell, H.A.: Med. / 
Clin. No. America, May 1940, p. 621. 4. Bickerman, H.A., and 
Barach, A. L.: Drugs of Choice, 1960-1961 (W. Modell, ed.), 
St. Louis, The C. V. Mosby Co., 1960, p. 524. 


The VAPONEFRIN Company 
666 Fifth Avenue + New York 19, N.Y. 


163 published 
clinical 
evaluations and 
standard textbook 
references. 
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TABLETS AND SYRUP 


¢ QUICK RELIEF—15 TO 30 MINUTES 
GENTLE, PROLONGED ACTION—4 TO 6 KOURS 
¢ SELDOM CAUSES CENTRAL STIMULATION 


dosage for adults: 60 mg., 3 or 4 times daily 
children — 4 mos. to 6 yrs.: 30 mg., 3 or 4 times daily 


‘Sudafed’ brand Pseudoephedrine Hydrochloride Tablets—30 mg. sugar-coated, 60 mg. scored 


Syrup—30 mg. per 5 cc. teaspoonful 
Contract No. GS-OOS-30362 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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To The Association of Military Surgeons of the United States 
Suite 718, New Medical Bldg., 1726 Eye Street, N.W. 
Washington 6, D.C. 


I hereby apply for MEMBERSHIP in THE ASSOCIATION OF MILITARY SURGEONS 
OF THE UNITED STATES, and enclose the sum of six dollars for my annual dues, in- 
cluding MILITARY MEDICINE. (Make checks payable to THE ASSOCIATION OF 


MILITARY SURGEONS, U.S.) 


(State both Christian and Surname in Full) 


THE ASSOCIATION OF 
MILITARY SURGEONS 
OF THE UNITED STATES 


Organized in 1891 
Incorporated by Act of Congress—1903 — 


Certificate of Membership 
in the Association 


MEMBERSHIP ELIGIBILITY 


CROAMEZED, 1601. INCORPORATED BY ONORESH.1003 
= = 


S$ 

thihe 
¢ Halas fasten 
soled le dalefion toffistday of Jonuary AD. 
an Selive Memlov of the 


Membership in the Association is open to: 

a. Those who are or have been at any time 
commissioned officers (either Regular, Re- 
serve, National Guard or U. S. Volunteers) or 
duly appointed fulltime civil members of the 
professional medical staffs of the Army, the 
Navy, the Air Force, the U. S. Public Health 
Service, the Veterans Administration, and 


the Bureau of Indian Affairs. 

b, Officers of the Military Medical Services 
of other countries. 

(Professional medical staffs include physi- 


These certificates, suitable for framing, 


9 by 12 inches in size, are handsomely en- 
graved, on imitation parchment paper and 
will contain the engrossed name and rank 
of the member. They are supplied at a 
cost of $2.00 each, payable in advance. 


cians, dentists, veterinarians, nurses, dieti- 
tians, occupational therapists, physical ther- 
apists and other allied medical professional 
personnel, including administrators.) 
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PHOTO BY PHILLIP 0. GENOREAU 


world-wide evidence favors 
Furoxone for bacterial diarrheas 


In Egypt, Furoxone® effective against shigella 
strains now resistant to other antimicrobials 


Cairo investigators administered FuROXONE for one week to 37 patients with shigellosis, 
reported all 37 clinically cured, 35 free of shigella prior to completion of FUROXONE 
therapy. 

FuRoXONE was tested in light of evidence that shigella strains resistant to sulfonamides, 
tetracyclines and chloramphenicol now exist. Observations: “All shigella isolated were 
sensitive in vitro to [FuROXxONE]”. Clinically, FuROxONE “significantly reduces the 
duration and severity of the diarrhea and effects bacteriological cure .. . . The absence of 
toxic or side effects gives [FUROXONE] an advantage not possessed by the other drugs 
in current use.” 


Musgrave, M. E. and Arm, H. G.: Antibiotic Med. & Clin. Therapy 7:17 (Jan.) 1960. 


FUROXONE LIQUID: a pleasant orange-mint flavored suspension containing FuROXONE 50 mg. per 
15 cc., with kaolin and pectin # for patients of all ages (may be mixed with infant formulas, passes 
through a standard nursing nipple) ™ Supply: bottles of 240 cc. FUROXONE TABLETS: 100 mg., 
scored, bottles of 20 and 100. 


DOSAGE: should provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily for children, 


FUROXONE 


@ THE NITROFURANS —a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
Available on federal supply schedule, contract GS-OOS-21424 
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NEW PRODUCT ANNOUNCEMENT 


The Wm. S. Merrell Company 
announces the availability of 


(brand of triparanol) 


--ethe first cholesterol-lowering 
agent to inhibit the formation of excess 
cholesterol within the body. 


eeereduces both serum and tissue 
cholesterol levels, irrespective of diet. 


eeeno demonstrable interference with other 
vital biochemical processes reported to date. 


e-etoleration and absence of toxicity established 
by 2 years of clinical investigation. 


»e-convenient dosages: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


‘coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 
for professional literature write to Hospital Department 


PMerrell THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 


St. Thomas, Ontario 


Trademark: 'MER/29' 
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trademark 
Brand of piminodi h 


Analgesic potency as great as morphine 
without drowsiness or hypnosis * 


Alvodine, a new and powerful narcotic analgesic, relieves pain as 
effectively as morphine, yet is much safer because it is free from 
the high incidence and severity of morphine’s side effects. Alvodine 
is effective orally as well as parenterally. Alvodine causes almost 
no sedation, drowsiness or euphoria. Respiratory and circulatory 
depression are rare with customary doses; nausea and vomiting are 
uncommon. Constipation has not been reported. 


Preferred agent for specific situations 
Alvodine is especially well suited for postoperative analgesia be- 
cause it permits most patients to remain alert and at the same time 
free from pain. The risk of postoperative pulmonary hypostasis and 
venous stagnation is decreased because the use of Alvodine allows 
patients to be mobilized sooner. 


Alvodine is ideal for ambulatory and semiambulatory patients who 
are in need of strong analgesia. Patients with cancer remain alert 
and can often carry on their normal daily activities when freed of 
pain by oral doses of Alvodine. 


Dosage: Orally, from 25 to 50 

mg. every four to six hours 

as required. By subcutaneous or 

intramuscular injection, 

from 10 to 20 mg. every four 

hours as required. 

How Supplied: Alvodine tablets, 

50 mg., scored. Alvodine ampuls, 

1 cc., containing 20 mg. per cc. 

Narcotic Blank Required. 
LABORATORIES 


New York 18, N.Y, 


Write for Alvodine brochure 
containing detailed information 
on clinical experience, 
addiction liability, side effects 
and precautions. 


*In more than 90% of patients. 
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CUTE SKIN INFLAMMATION— 
TREAT GENTLY! 


AVEENO 


Colloidal Oatmeal 
fer Soothing Colloid Baths 


_ Adecade of use has established the Aveeno Colloid 
Bath as eminently safe and effective therapy 
when the skin is highly inflamed, pruritic or 
oozing. 


At this critical period in a dermatitis, when the 
skin is particularly prone to irritation from over- 
treatment, Aveeno Colloid Baths are “basic wet 
therapy’’'—a first choice with dermatologist, pedi- 
atrician and allergist 


INFANTILE ECZEMA URTICARIA * DRUG ERUPTIONS 
NUMMULAR ECZEMA + NEURODERMATITIS 
PRICKLY HEAT GCCUPATIONAL DERMATITIS 
ALLERGIC DERMATITIS + POISON IVY 


References: 1. Senear, F. E., and Haeberlin, J. B.. Jr.: M. Clin. 


North March 1958. 2. LA Postgrad. Med. 

26:431, 1959. J. Pedistrice 53:99, 1958. 4. 

AVEENO | COLLOIDAL OATMEAL Shaw, C.: Chis Med. 5: ists, Vises: 5. Glaser, J.: Allergy in 
as follows: Childhood. Springfield, Cc. C. Thomas, 1956. 


Armed Fore: . FSN 6505-200-6984 
Veteran's "Adminis tration V7023P-6385 
General Services GS-008-30394 


Aveeno Corporation 250 West 57th Street New York 19, N.Y. 
Pioneers in Ethically Promoted Colloid Baths 
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“from carcinomatosis to car sickness” 


for faster, more prolonged and 
effective antiemetic action in the entire 
range of emetic situations 


NEW 250 10 CAPSULES 


without phenothiazine risks 
without the limitations of antihistamines 


Available: Capsules, blue, 250 mg—bottles of 50. 
Also available as: 100 mg Capsules, blue and white. 
Ampuls, 2 cc (100 mg/ce). 

Vials, 20 ec (100 mg/cc). Suppositories, 200 mg. 


Consult literature and dosage information, 
ROCHE = available on request, before prescribing. 


| TIGAN® Hydrochloride—4-(2-di ry 
2} (3,4,5-trimethoxybenzoyl) benzylamine hydrochloride 


— 


LABORATORIES 
Oivision of Hoffmann-La Roche Inc. 


‘ 
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The wide use of ‘Thorazine’ in nearly all fields of medicine has provided 
overwhelming evidence of its value and relative safety. The versatility of 
‘Thorazine’ derives from its three basic pharmacologic properties—{1) a pro- 
found antiemetic effect; (2) ability to potentiate analgesics; and (3) the capac- 
ity to control agitation and tension. Its principal uses are: 


As a specific- As an adjuvant-. 
Acute and chronic psychiatric conditions Surgery 
Mental and emotional disorders Labor and delivery 
Nausea and vomiting Pain 
Acute alcoholism Anxiety accompanying somatic co.;Jitions 


STANDARDIZED dosage forms of chlorpromazine hydrochloride (‘Thorazine’) 


2 cc. Ampuls (25 mg./cc.), in boxes of 6 25 mg. Tablets, in bottles of 50 and 500 
100 mg. Tablets, in bottles of 500 


Also available on Federal Supply Schedule: Tablets, 10 mg., 50 mg. and 200 mg.; Ampuls, 1 cc. 
(25mg./cc.); Multiple-dose Vials, 10cc. (25 mg./cc.); Syrup, 10mg./tsp. (5 cc.) ; Suppositories, 
25 mg. and 100 mg.; Spansule® capsules, 30 mg., 75 mg., 150 mg., 200 mg. and 300 mg. 
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